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t  Scott,  John  Alfred,  M.D.,  F.R.C.S.,  Professor  of  Physiology  Koyal 
College  of  Surgeons,  36  Lower  Baggot-street,  Dublin. 

1906  Shbiix,  J.  Spenckr,  F.R.C.P.I.,  Ex-Asst.  Master  Coombe  Hospital, 
27  Harcourt-street,  Dublin. 

1886  Smith,  Alfred  J.,  M.B.,  F.R.C.S.,  Professor  of  Midwifery,  Catholic 
University,  Gynsecologist  St.  Vincent's  Hospital,  30  Merrion- 
square,  Dublin. 

1895  Smith,  R.  Travers,    M.D.,  F.R.C.P.L,    Physician    Richmond,  Whit 
worth  and  Hardwicke  Hospitals,  20  Lower  Fitzwilliam-street. 

1901  Smith,  Trevor  N.,   F.R.C.S.,  late  Assistant  Master  Coombe  Hospital, 

31  Upper  Fitzwilliam-street. 

t  Smith,  Walter  George,  M.D.,  Ex-President  R.C.P.,  King's  Professor  of 
Materia  Medica,  School  of  Physic,  and  Physician  to  Sir  Patrick 
Dun's  Hospital,  25  Merrion-square,  Dublin.     [2] 

1905  Smyth,  Joshua  Charles,  M.R.C.S.  Eng.,  L.R.C.P.  Lond.,  Resident 
Physician  Altadore  Sanatorium,  Kilpedder,  Co.  Wicklow. 

t  Smtly,  Sir  William  J.,  M.D.,  Ex-President  R.C.P.,  Ex-Mastear 
Rotunda  Lying  in  Hospital,  58  Merrion-square,  S.,  Dublin. 

1908  Solomons,   Bethel   A.,    M.B.,  Univ.    Dub.,   Assis.    M»ster  Rotunda 

Hospital.     [1] 

1905  Stevenson,  Walter  C,  M.B.,  B.Ch.,  B.A.O.,  Assistant  Surgeon  Dr. 
Steevens'  Hospital,  21  Upper  Kitzwilliam-street. 

t  Stoker,   Sir  Thornley,    M.D.,    Ex-President   R.C.S.,  Surgeon  Rich- 
mond Hospital,  Surgeon  Swift's  Hospital  for  Lunatics,  8  Ely-place, 
Dublin. 
1902  Stoker,  Graves,  F.R.C.S.,  Surgeon  Drunicondra  Hospital,  46  Rutland- 
square.     [1] 
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1908  Stokes,    Henry,   M.D.,  Univ.  Dub.,   F.R.C.S.I.,   Cliuical   Assistanc, 
Meath  Hospital.  26  Harcourt-street. 

1907  Stoney,  R.  Atkinson,  M.B.,  B.Ch.,  Dub.,  F.R.C.S.L,  Surgeon  Royal 
City  of  Dublin  Hospital,  115  Lower  Baggot-street,  Dublin.     [1] 

t  Story,  John  Benjamin,  M.B.,  F.R.C.S.,  Surgeon  Royal  Victoria  Eye 
and  FiHr  Hospital,  Ophtbabnic  and  Aural  Surgeon  Steevens'  Hospital, 
Professor  of  Opbtbalmic  and  Aural  Surgery  li.C.S.,  6  Merrion- 
square,  N.,  Dublin.     [1] 

1902  Stritch,  G.  R.  Seymour,  L.R.C.P.  &  S.  Ed.,  Governor  of 
Apothecaries'  Hall,  13  North  Frederick-street. 

+  SwANZY,  Sir  Henry  Rosborough,  M.D.,  Dub.,  hon.  causa,  Ex- 
P.U.C.S.,  Surgeon  Royal  Victoria  Eye  and  Ear  Hospital,  Dublin, 
Ophthalmic  Surgeon  Adelaide  Hospital,  23  Merrion-square,  North, 
Dublin. 

1893  Symes,  Wm.  Langford,  F.R.C.P.,  M.D.,  IJandriudod  Wells,  South 
Wales. 

1893  Symington,  Johnson,  M.D.  Edin.,  Professor  of  Anatomy  Queen's 
University,  Belfast. 

1895  Tayloh,  Edward  Henry,  M.D.,  Dub.,  F.R.C.S.,  Professor  of  Surgery 
Dublin  University,  Surgeon  Sir  Patrick  Dun's  Hospital,  77 
Merrion-square,  Dublin.     [1] 

1898  Taylor,  William,  M.B.,  F.R.C.S.,  Surgeon  Meath  Hc-^pital,  47  Fitz- 
william-square.      [1] 

1897  Thompson,  W.  H.,  .M.D.,  F.R.C.S.  Eng.,  King's  Professor  of  Institutes 
of  Medicine,  Trinity  College,  Dublin.     [1] 

1884  Thompson,  Sir  W.  J.,  M.D.,  Univ.  Dub..  F.R.C.IM.,  PhvMcian  Jervis- 
Htreet  Hospital,  59  Fitzwilliani-stiuare. 

t  TOBIN,  Richard  Francis,  F.R.C.S.,  Surgeon  St.   Vincent's  Hospital, 
60  St.  Stephen 's-green,  Dublin. 

1893  Tweedy,  Ernest  Hastings,  F.R.C.P.,  Master  Rotunda  Hospital.        [1] 

1900  Tweedy,  Herbert,  L.R.C.P.  &  S.,  Cohmial  Surgeon, 

1901  Watson,  Edward  J.,  M.D.,  F.R.C.P.,  Anajsthetist  and  Medical  Officer 

in  (Miargi-  of  the  X-ray  Department  Sir  P.  Duu'h  Hospital,  Demon- 
strator in    Anatomy  T.C.D.,  25  Fitzwiiliam-jilnce. 

1902  Wayi.and,  R.  S.,  F.R.C.S.,  Physician  National  Children's  Hospital.  fi7 

Harcourt-street. 

1901    Wehtropp,    H.   G.,  L.R.C.P.  AS.,    Visiting   Surgeon    Home  of    Rest, 
Merrion,  115  Straml-road,  Sandyniount. 
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1904  VVheelek,  \V.  I.  ,1;  C  M.D.,  B.Ch.,  B.A.O.  Uuh.,  F.ll.C.S.,  Surgeon 
Mercfir's  Hospital,  59  Lower  Mount-street.       [1] 

1900  White,  Arthur  H.,  L.Jl.C.P.  A  S.I.,  ProfeHsor  of  Pathology  lloyal 
College  of  Surgeons,  Pathologist  IMeatii  Hospital  au'l  Cork-street 
Hospital. 

1903  WlGHAM,  Joseph  T.,  M.D.,  Assistant  to  Professor  of  Pathology  T.C.D., 
Albany  House,  Monkstovvn,  Co.  Dublin. 

1898  WiGODER,SEMK,M.D.,Leipzig,  L.ll.C.P.  &  S.  Edin.,  -5  Harrington-street. 

1894  WiLsox,  T.  Henry,  F.R.C.P.,  late  Assistant  Master  Rotunda  Lying-in 
Hospital,  Gynaecologist  llichinond,  Whitworth,  and  Hardwicke 
Hospital,  81  Merrion-square. 

1898  Winter,  W.  A.,  M.D.,  Dub.,  F.R.C.P.I.,  Assistant  Physician  Steevens' 
Hospital,  2  Upper  Leeson-street. 

1893  WoouH,   Egbert  H.,  M.B.  Univ.  Dub.,  F.K.C.S.,  Throat  Surgeon  Sir 

}'.  Dun's  Hospital,  39  Merrion-square,  Dublin.      [1] 

1894  Wynne,  Albert  E.,  M.D.,  Univ.  Dub..  L.R.C.P.  &  S.  Edin.,  F.R.C.S., 

late  House  Surgeon  Mercer's  Hospital,  27  Westland-row,  Dublin. 


1384   Yourell,  M.  J.,  ]M.R.C.P.,  10  Ailesbury-road,  Merrion. 
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MEMBERS. 

190S   Haker,  Lily  A.,  M.B.,  Univ.  Dub.,  IS  Upper  ^Eerrion-street,  Dublin, 
t  BOTCB,  Jos.  W.,  M.B.,  Medical  Officer  Blackrock  DiBpensary  District, 
St.  Kilda,  Blackrock,  Co.  Dublin. 

1904  BoxwEi,t,,  WiLLi.\M,   ai.B.,  Dnb.,   F.R.C.P.I..   Clinical   Assistant  and 

A-saJst.  Pathoiogist  Meath  Hospital,  77  Harcourt-street,  Dublin. 

1907  Brontb,  R.  M.,  L.ll.O.P.  4  S.I.,  28  Harcourt-strpet. 

1903  CH.iRLES,  Andrew,  F.R.C.S.I.,  64  Harcourt-street. 

1887  Cope,  (Jko.  Patrick,  L.I?.C.P.,L.R.C.S.,  Medical  Officer  No.  3  Dispen- 
sary District,  South  Dublin  Union,  36  Harcourt-street. 

1905  Davv.s,  J.  H.,  L.  R.C.P.  &  S.T.,  Visiting  Physician  Children's  Hospital, 

Temple-.streHt,  26  Westland-row. 

1892  Day,  J.  Marshall,  M.B.,  Univ.  Dublin,  Resident  Medical  Officer  Cork- 
street  Fever  Hospital,  Dublin. 

t  Delahoyde,    O'Conneli,  J.,  F.R.C.S.,  Medical  Officer  No.  2  District, 
North  Dublin  Union,  47  Kutlaud-B«iuare,  Dublin. 

1894  Edstaoe,  II.  .M.,  M.D.,  Resident  Medical  Superintendent  Hampstead 
and  Highfield  Private  Lunatic  Asylums,  Glasnevin. 

1897  Flkurt,  Eleonohe  Lilian,  M.D.,  R.U.I. ,  Richmond  District  Asylum, 

Dublin. 

1903  GLE.NNr,  Edmund,  F.R.C.S.,  14  Harrington-street. 

1900  GoFP,  A.  S.,  L.R.C.P.  &  S.,  Lynton,  Dundruni. 

1889  GouLDlNO,  H.  r.BN.soN,  F.R.C.S.,  10  Rathmines-road. 

1908  Harorave,  Jen.nbttk  C,  L.R.C.P.  &  S.I.,  8  Upper  Mount-street. 

1898  Hatch,  Richard,  L.R.C.P.  A  S.,  146  Peuibroke-roa.l. 

1897  Hcohes,  Cmaules.  L.R.C.P.  &  S.,  16  Lower  Fitzwilliam-Htre«t. 

1903  Lynn,  Kathleen-  F.,  :\r.R.,  B.Ch.,  B.A.O.,  9  Belgravc-road.  Rathmines. 

190r.  Pahley  Claude  H.,  li.R.C.P.  A  S.I. ,06  Dalymount,  N.C.R. 
190H  Pkaiwon,  William,  M.D.,  12  Lower  Fitzwilliam-stre*  t,  Dublin. 


lAst  of  Members  and  Shufent  Associates. 

1898  IJedinoton,  John,  F.R.G'.S.,  Richmond  District  Asylum,  Dublin. 
1885  Shaw,  James,  7..Tt.CVS.,  93  Talbot-street,  Dublin. 
1909  Wedb,  Ella  G.  A.,  M.D.,  20  Hatch-street.  Dublin. 


STUDENT  ASSOCIATE. 

WoOLLCOMBE,  RoBERT  Lloyi),  LL.l).,  14  Watcrloo-road,  Dublin. 


RULE  S. 

1.  The  name  shall  be,  "Royal  Acauemy  ofMedicine  in  Irelanu."  (1887.) 

Constitution. 

2.  The  Academy  shall  consist  of  Fellows,  Honorary  Fellows,  Members,  and 
Student  Associates. 

Manayement. 

3.  The  affairs  shall  be  managed  by  a  Council,  consisting  of  the  President, 
Ex-Presidents  (189.3),  Ex-General  Secretaries  (1905),  the  six  Presidents  of 
Sections,  the  General  Secretary  and  Treasurer,  the  Secretary  for  Foreign 
Correspondence,  six  Secretaries  of  Sections,  and  eight  Councillors,  being  two 
representatives  from  the  Medical,  Surgical,  Obstetrical,  and  Pathological 
Sectional  Councils  respectively. 

^fectin;/s. 

4.  The  Meetings  shall  be  General  and  Ordinary. 

Publication  of  "  Transactions.'' 

5.  The  "Transactions"  shall  be  published  by  the  Council,  subject  to  the  pro- 
visions hereinafter  contained. 

Original  Fellows  and  Members. 

6.  All  the  Members  of  the  present  Societies  (Medical,  Surgical,  Obstetrical, 
and  Pathological)  shall  be  Original  Fellows  or  Members,  without  entrance  fee, 
-on  j)ayment  of  the  annual  subscription  on  or  before  31st  December,  1882." 

Fel  loirs. 

7.  Fellows  of  the  Royal  College  of  Physicians  of  Ireland,  and  of  the 
Royal  College  of  Surgeons  in  Ireland,  shall  be  admitted,  without  ballot,  on 
payment  of  the  entrance  fee  and  the  subscription  for  the  current  year.  All 
others,  being  Registered  Medical  Practitioners  not  directly  or  indirectly  engaged 
in  the  sale  of  drugs,  shall  be  proposed  by  two  Fellows,  and  elected  by  ballot  by 
the  Council. 

8.  Candidates  shall  be  proposed  at  one  Meeting  of  the  Council,  aud  balloted 
for  at  the  next — one  black  bean  in  four  to  reject. 

8a.  That  all  Rules  referring  to  the  admission  of  Fellows,  MemViers,  and 
Student  Associates  shall  be  interpreted  as  referring  to  Ladies  as  well  a.s 
Gentlemen. 

Privileges  of  Felloii:.t. 

9.  Fellows  only  shall  be  eligible  for  ofKce  in  the  Academy.  They  shall  have 
the  ))rivi]ege  of  attending  all  Meetings  of  the  Academy,  of  making  Communi- 
cations, and  of  voting  and  speaking  at  such  meetings.  They  shall  also  receive 
a  copy  of  the  "Transactions." 

"  Those  wlio  liave  paid  a  Life  Subscription  to  any  of  tlie  above  Sncieties  will  be  admitted  to 
tlie  privileRe  of  Fellows  on  payment  of  Member's  subscription 
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10.  These  privileges  shall  uot  be  exercised  by  auy  Fellow  iu  arrear  with  his 
subscription. 

Honorary  Fellows. 

11.  Honorary  Fellows,  limited  in  number  to  25,  may  be  nominated  by  the 
Council,  and  elected,  on  motion  at  a  General  Meeting  of  the  Academy  by  a 
majority  of  at  least  two-thirds  of  those  present  and  voting. 

Members. 

12.  Any  Registered  Medical  Practitioner  may  be  elected  as  a  Afember,  the 
election  to  be  conducted  in  the  same  manner  as  that  of  Fellows. 

Privileges  of  Members. 

13.  Membeis  shall  have  the  privilege  of  attending  the  Ordinary  Meetings  of 
the  Academy,  of  making  Communications,  and  of  taking  part  in  debate.  They 
can  purchase  the  "  Transactions  "  at  cost  price. 

Student  Associates. 

14.  Ilegistered  Medical  Students  may  be  elected  Student  Associates  for  the 
period  of  one  year.  The  Subscription  must  be  paid  before  election,  and  the 
Council  may  elect  without  notice  of  motion. 

15.  Student  Associates  shall  have  the  privilege  of  attending  the  Ordinary 
Meetings  of  the  Academy. 

Annual  Subscription. 

16.  Fellows  shall  pay  £2  28.,  and  Members  £1  Is.  Student  Associates  shall 
pay  5s.  The  Subscription  shall  become  due  on  the  1st  of  October  in  each  year, 
and  if  the  Subscription  be  not  paid  on  or  before  the  first  Meeting  in  February, 
the  defaulter  shall  cease  to  belong  to  the  Academy,  unless  the  delay  shall  be 
accounted  for  to  the  satisfaction  of  the  Council.  No  Fellow  shall  vote  at  the 
Annual  General  Meeting  who  has  not  paid  his  subscription  for  the  year. 
Registered  Medical  Practitioners  not  residing  within  15  miles  of  Dublin  are 
eligible  as  Fellows  of  the  Academy  on  payment  of  the  entrance  fee,  and  an 
annual  Suljscription  of  £1  Is.  Medical  Officers  on  the  active  list  of  the  Royal 
Navy  and  Army  are  eligible  for  election  as  "Temporary  Fellows  "  of  the 
Academy  on  payment  of  an  annual  Subsoriptiou  of  One  Guinea.  Such  Teni 
poraiy  Fallows  shall  eujoy  all  tlie  j)rivile2es  of  Fellows,  except  that  of  voting 
at  General  Meetings.  No  Fellow  who  has  not  paid  his  Subscription  shall 
vote  for  any  Camlidate  for  Oftice  at  the  Annual  General  Meeting,  nor  can  the 
name  of  any  Fellow  lie  received  by  the  General  Secretary  for  insertion  on 
the  balli>t  paper  as  a  Candidate  for  Office  unless  his  Subscription  shall  have 
been  ])aid  for  the  oirrent  year. 

Entrance  Fee. 

17.  After  admission  of  Original  Fellows,  all  Fellows  shall  pay  an  entrance 
fee  of  £1    Ik. 

Council. 
13.  The  Council  shall  meet  on  the  la.st  Friday  in  the  month  throughout  the 
Reunion,  or  oftencr  nhould  they  see  occasion — five  to  form  a  quorum. 
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19.  Notice  of  all  Extraordinary  IVreetiugs  .shall  be  transmitted  hy  the  >Secre- 
tary  to  every  Member  of  the  Council.  The  President  or  any  five  MeinVjers  of 
Council  may  call  an  Extraordinary  Meetinjj  of  the  ('ouncil.  The  Council  shall 
determine  {juestions  by  vote,  or  by  division  if  so  demanded,  the  President  having 
a  casting  vote  only.  Any  rcgidation  of  the  Council  shall  have  the  force  of  a  law, 
until  submitted  to  the  next  Genei-al  Meeting.  The  Council  sliall  have  the 
power  of  filling  up  any  vacancies  which  may  occur  in  the  list  of  Officers  of  the 
Academy,  excejJt  that  of  President,  before  the  Annual  General  Meeting.  If  a 
vacancy  in  the  office  of  President  should  occur,  the  General  Council  shall 
sunmion  a  Special  General  Meeting  ol  the  Academy  to  fill  such  vacancy.    (1 888.) 

Sertiuixd  CoaiicUs. 

20.  There  shall  be  six  Sectional  Councils  elected  by  the  Annual  General 
Meeting  in  October,  termed  respectively — the  Medical,  the  Surgical,  the  Obste- 
trical, the  Pathological,  the  State  Medicine,  aud  the  Anatomical  and 
Physiological  Councils. 

21.  No  Fellow  shall  be  eligible  as  a  candidate  for  election  on  more  than 
two  Sectional  Councils,  but  no  Fellow  shall  be  eligible  as  a  candidate  for  elec- 
tion on  both  the  Medical  and  Surgical  Sectional  Councils.     (1888.) 

22.  Each  Sectional  Council  shall  consist  of  the  President  of  the  Section  and 
ten  Members,  one  of  whom  shall  act  as  Secretary  to  the  Section  ;  except  the 
State  Medicine  and  Anatomical  aud  Physiological  Councils,  which  shall  each 
consist  of  a  President  and  six  Members.     (1888.) 

Meetinr/s  of  Sectional  Councils. 

23.  Each  Sectional  Council  shall  meet  on  a  fixed  day  at  least  one  week 
before  the  Ordinary  Meeting  of  their  Section,  three  to  form  a  quorum. 

Powers. 

24.  Each  Sectional  Council  shall  have  the  power  of  making  any  such  arrange- 
ments as  it  thinks  necessary  to  carry  on  the  work  of  the  Ordinary  Jleetings 
which  are  under  its  charge,  provided  that  such  arrangements  do  not  interfere 
with  the  general  laws  of  the  Academy  ;  and  any  llules  laid  down  by  such 
Council  shall  have  the  force  of  laws  at  the  Ordinary  Meetings  under  its  charge 
until  submitted  to  the  General  Council. 

25.  Each  Sectional  Council  shall  have  the  power  of  filling  up  any  vacancies 
that  may  occur  among  its  Members  until  the  Annual  General  Meeting. 

Committee  of  Reference, 

26.  The  Council  shall  appoint  a  Committee  of  Reference  to  report  upon 
morbid  growths  and  other  specimens  exhibited  before  the  Academy  ;  of  this 
<l!ommittee  the  Exhibitor  shall,  for  the  occasion,  be  a  INIember. 

Officers. 

27.  A  President,  to  be  elected  by  the  Annual  General  Meeting  in  October, 
and  to  hold  office  for  three  years. 

28.  The  Presidents  of  all  Sections  shall  be  elected  by  the  FelloM's  at  the 
Annual  General  Meeting,  and  shall  hold  office  for  two  years. 
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29.  One  General  Secretary  and  Treasurer  to  be  elected  at  the  Annual 
General  Meeting. 

30.  It  is  expedient  that  a  fixed  salary  (of  one  hundred  guineas)  shall  be 
paid  yearly  to  the  General  Secretary  in  consideration  of  the  fact  that  the 
editing  of  the  "  Transactions"  is  part  of  his  duties. 

31.  One  Honorary  Secretary  for  Foreign  Correspondence  to  be  elected  at  the 
Annual  General  Meeting.     (ISSS.) 

32.  The  Councillors  for  each  Section  to  be  elected  at  the  Annual  General 
Meetinff.  Each  Sectional  Council  shall  elect  two  Members  to  act  on  the 
Greneral  Council,  except  in  the  case  of  the  Sections  of  State  Medicine  and 
Anatomy  and  Physiology.     (1SS8.) 

33.  Two  Members  in  each  Sectional  Council  shall  retire  annually,  and  be 
ineligible  for  re-election  for  one  year,  except  in  the  CouncU  of  the  Section 
of  Anatomy  and  Physiology,  in  which  only  one  shall  retire.      (1896.) 

34.  Six  Secretaries,  one  for  each  Section,  to  be  appointed  by  the  Sectional 
Councils. 

35.  At  all  elections  after  the  year  1882,  any  Fellow  desirous  of  nominating 
s  candidate  for  election  shall,  at  least  ten  days  before  the  Annual  General 
Meetins,  forward  an  application  to  the  General  Secretary  to  enter  the  name 
of  such  Fellow  on  the  list  of  candidates  for  oflBce,  provided  that  the  Fellow 
80  nominated  shall  have  consented  to  act,  and  shall  have  paid  his  subscription 
at  the  time  of  nomination.  Should  there  be  an  insufficiency  of  regularly 
nominated  candidates,  the  vacancies  so  created  shall  be  filled  up  by  the  Sectional 
Councils  at  their  first  meeting  after  election.     (1891  and  1904.) 

36.  That  all  elections  shall  be  by  ballot,  but  Fellows  residing  more  than 
15  miles  from  Dublin,  and  those  incapacitated  by  illness  (to  be  certified),  may 
record  their  votes  by  ballot  papers,  sent  to  the  presiding  officer  in  sealed 
envelopes  provided  for  that  purpose.  A  Fellow  cannot  avail  himself  of  this 
privilege  unless  his  subscription  for  the  current  session  has  been  paid.  (1896 
and  1904.) 

37.  That  in  all  elections  to  the  Sectional  Councils  there  shall  be  affixed  to 
the  name  of  each  candidate  the  number  of  meetings  that  he  has  attended  of 
that  particular  Section  of  the  Council  for  which  he  is  now  a  candidate.     (1898.) 

Duties  of  Oncers. 

38.  The  President  shall  preside  at  the  Annual  and  Special  General  Meetings 
and  at  General  Council  Meetings.  In  the  absence  of  the  President,  the  Chair- 
man shall  be  appointed  by  the  meeting.     (1888.) 

39.  The  Presidents  of  Sections  shall  preside  at  the  Ordinary  Meetings  of  the 
Academy,  and  shall  also  preside  at  the  Sectional  Council  Meetings.  In  the 
absence  of  the  President,  the  Chairman  shall  be  appointed  by  the  meeting.  (1888.) 

40.  The  General  Seci'etary  shall  attend  all  General  Meetings  of  the  Academy 
and  General  CounciL  He  shall  take  minutes  of  such  meetings,  to  be  read  at 
the  following  meeting. 

41.  He  shall  receive  and  have  charge  of  all  papers  intended  for  publication 
in  the  "  Transactions  "  of  the  Academy,  after  they  have  been  banded  over  to 
blui  by  the  Secretaries  of  the  several  Sections. 
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42.  He  shall,  on  receiving  notice  from  the  Secretary  of  a  Section,  send  out 
to  all  the  Members  notices  of  the  title  or  titles  of  the  paper  or  papers  for  the 
next  Ordinary  Meeting,  with  the  name  or  names  of  the  authors,  and,  so  far  a» 
possible,  of  the  subjects  for  Exhibition,  with  the  names  c>f  the  Exhibitors. 

43.  He  shall  arrange  for  the  ExhiVation  of  specimens  and  the  reading  of 
papers,  which  are  to  he  forwarded  ti>  the  Academy  by  those  who  are  absent,. 
or  are  not  members. 

44.  The  General  Secretary  and  Treasurer  shall  receive  all  moneys,  and  lodge 
the  same  in  bank  to  the  account  of  the  Academy,  and  all  cheiiues  shall  be 
signed  by  the  Treasurer  and  one  other  Councillor. 

45.  The  Accounts  shall  be  audited  by  two  Fellows,  not  Members  of  Council,  to 
be  appointed  by  the  President  at  some  meeting  previous  to  the  Annual  Meeting. 

Duties  of  Secretaries  of  Sections. 

46.  To  attend  the  Meetings  of  the  Council  of  the  Section  and  the  Ordinary 
Meetings  of  the  Academy,  under  the  management  of  said  Council,  and  to  take 
minutes  at  such  meetings,  to  be  read  at  the  next  following  meeting  of  that  Section. 

47.  To  keep  such  papers  as  the  Sectional  Councils  recommend  for  publi- 
cation, for  the  purpose  of  handing  them  over  to  the  General  Secretary. 

48.  To  inform  the  Secretary  of  the  Committee  of  Reference  of  any  specimens 
referred  to  that  Committee,  and  to  transfer  the  specimens  to  that  Secretary. 

49.  To  give  notice  to  the  General  Secretary,  one  week  pre\aously  to  the  meet- 
ing, of  the  titles  of  papers  fur  the  evening,  the  names  of  the  authors,  and,  so  far 
as  possible,  the  objects  for  Exhibition,  with  the  names  of  Exhibitt)rs,  so  that 
the  General  Secretary  may  inform  the  Members. 

Mcetinr/s. 

60.  The  Annual  General  Meeting  to  take  place  ()n  the  second  Friday  in 
October,  for  the  election  of  Officers  and  Members  of  Council,  and  for  the 
general  business  of  the  Academy. 

51.  Due  notice  of  the  meeting  shall  be  given  by  the  Secretary  to  all  Members 
at  least  three  weeks  previously.     (1891.) 

52.  No  motion  involving  a  change  of  these  Rules  shall  be  brought  before  this 
meeting  except  one  week's  notice  thereof  shall  have  been  given  by  the  Secretary 
to  each  Member. 

53.  The  President  may — and  shall  forthwith,  on  receiving  a  requisition  signed 
by  seven  Fellows,  at  any  time — on  giving  one  week's  notice,  summon  a  Special 
General  Meeting,  for  the  consideration  of  particular  business,  the  nature  of 
which  must  be  specified  in  the  letter  of  summons  convening  the  meeting,  and 
at  such  meeting  no  other  business  can  be  transacted.  In  the  event  of  the 
President  being  unable,  from  any  cause,  or  declining,  to  summon  a  Special 
General  Meeting  of  the  Academy,  it  shall  be  in  the  power  of  the  General 
Council  to  summon  such  meeting.     (1888.) 
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Ordinanj  Meetings. 
5  i.  The  communications  to  be  submitted  to  the  Ordinary  [Meetings  shall  be 
grouped  under  the  following  heads  : — Medicine,  Surgery,  Pathology,  Obstetrics, 
State  Medicine,  and  Anatomy  and  Physiology  ;  and  the  conduct  of  such  meet- 
ings shall  be  in  the  hands  uf  the  several  Sectional  Councils,  each  Sectional 
Council  to  have  the  management  of  the  Ordinary  Meeting  in  rotation,  as 
arranged  by  the  General  Council.     (188S.) 

55.  The  Ordinary  Meetings  shall  be  held  on  every  Friday  evening,  from  the 
last  Friday  in  October  until  the  last  Friday  in  May,  inclusive,  at  eight 
o'clock,  except  during  the  Christmas  and  Easter  recesses. 

56.  All  Fellows,  Members,  and  Student  Associates  attending  the  meetings 
shall  write  their  names  in  the  attendance  book. 

57.  Any  Fellow  or  Member  may  introduce  two  Visitors  by  cards  obtained 
from  the  Sectional  Secretaries. 

58.  OflScers  of  the  Army  or  Navy  Medical  Departments  shall,  on  presenting 
their  cards,  be  admitted  to  the  Ordinary  Meetings  of  the  Academy. 

59.  Xo  communication  shall  exceed  twenty  minutes  in  its  delivery,  nor  any 
speech  thereon  ten  minutes,  except  by  permission  of  the  Chairman.  No  one 
shall  speak  twice  upon  the  same  communication,  except  the  author,  who  has 
the  right  of  reply. 

60.  A  paper  by  any  other  than  a  Fellow  or  Member  of  the  Academy 
shall  not  be  read  before  the  Academy  unless  the  author  of  such  a  communica- 
tion shall  have  obtained  permission  to  do  so  from  the  Council  of  the  Section 
before  which  the  communication  is  proposed  to  be  read.     (1892.) 

Ordinary  Meetings. —  Order  of  Business. 

61.  (1.)  Chair  to  be  taken  at  8  30  p.m. 

(2.)  Chairman  to  read  list  of  specimens,  &c.,  exhibited  by  card,  together 
with  the  names  of  the  Exhibitors. 

(3.)  No  Pathological  Specimen  shall  be  exhibited  at  any  Section  other 
than  the  Pathological  and  Obstetrical,  except  by  card.  This 
Exhibition  shall  not  exclude  any  subsequent  communication 
regarding  it  at  the  Pathological  Section. 

(4.)  There  shall  be  no  Exhibition  of  Specimens  by  card  in  the  Patholo- 
gical Section. 

(5.)  Any  member  shall  Iiave  liberty  to  exhibit  any  recent  specimen  at 
any  of  the  meetings  of  the  Obstetrical  Section,  provided  it 
illustrates  any  (piestion  in  gynaecology. 

(6.)  At  the  meetings  of  the  Obstetrical  Section  recent  specimens  may  be 
exhibited,  and  the  President  may  invite  discussion  thereon,  pro- 
vided that  .such  exhibition  of  specimens  or  discussion,  if  any, 
thereon,  must  terminate  at  9  o'clock,  p.m.,  but  that,  if  necessary, 
they  may  be  resumed  after  the  papers  for  the  evening  have  been 
read  and  discussed. 

■(7.)  Chairman  to  ask  if  any  member  has  any  observations  to  make  or 
motion  to  propose  relative  to  any  living  specimen  on  the  List  of 
Exhibition. 
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(8.)  Chairman  t<j  call  upou  the  author  of  the  first  paper  on  the  list  to 
read  his  paper. 

(9.)  Chairman  to  call  upon  members  to  discuss  the  paper,  or,  at  his  dis- 
cretion, to  take  any  other  paper  or  papers  on  the  list  relating  to 
the  subject,  and  have  the  discussion  subsequently  on  all  such 
papers  collectively. 

(10.)  When  the  last  paper  has  been  discussed,  the  Chairman  to  ask  if 
any  member  desires  to  speak  upon  any  of  the  specimens  exhibited 
by  card. 

(11.)  After  the  discussion  iipon  any  specimen,  the  Exhibitor  has  the  right 
of  reply. 

Regulations  regarding  the  Exhibition  of  Specimens  by  Card. 

62.  (1.)  Any  member  may  exhibit  by  card  at  any  Ordinary  Meeting,  except 

at  the  meeting  of  the  Pathological  Section.     At  the  meetings  of 

the  Pathological  Section  all  specimens  must  be  presented  and 

described  viv&  voce,  and  debate  may  be  invited  thereon. 
(2.)  Notice  shall,  if  possible,  be  given  to  the  General  Secretary,  or  the 

Secretary  of  the  Section,  on  or  before  the  previous  Ordinary 

Meeting. 
(;{.)  Specimens  must  be  in  the  room  at  7  45  on  the  night  of  Exhibition. 
(4.)  Specimens  for  Exhibition  by  card  shall  be  open  for  inspection  at 

8  p.m. 
(.').)  A  card,  containing  all  particulars  for  publication,  shall  be  placed 

with  the  Specimen.     Cards  for  this  purpose  are  to  be  obtained 

from  the  Secretary. 
(6.)  The  Exhibitor  should    be   pi-esent,    and    he    .shall   furnish    further 

details  if  asked  for. 
(7.)  Every  Exhibitor  shall  submit  the  Specimen  or  Specimens  on  view  to 

the  Committee  of  Reference,  if  the  meeting  so  decide. 

Exhibition  of  Pathological  Specimens. 

63.  No  lengthened  reference  to  treatment  shall  be  allowed  upon  any  Speci- 
men, except  by  the  express  permission  of  the  Chairman.  Whenever  it  has  been 
agreed  that  a  Specimen  exhibited  at  a  Sectional  Meeting  of  the  Royal  Academy 
of  Medicine  in  Ireland  sh.all  i)e  sent  to  the  Reference  Committee  to  report 
thereon  as  to  its  nature,  the  Exhibitor  is  to  retain  the  custody  of  the  specimen 
until  he  shall  l)e  summoned  to  a  meeting  of  said  Committee  to  be  convened  by 
its  Secretary,  on  an  early  day,  when  he  will  attend  and  submit  it  for  exami- 
nation.    (1889.) 

By-laws  concerning  "  Transactions." 

64.  The  "  Transactions  "  shall  consist  of  such  Commuuieations  made  to  the 
Academy  by  or  through  Fellows  or  Members  as  may  be  deemed  liy  the  General 
Council  suitable  for  publicaticm  ;  also,  of  discussions  of  importance  or  interest 
•rising  out  of  such  Communications. 

T.  C 
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65.  All  Communications  accepted  by  the  Academy  become  the  property  of 
the  Academy,  but  authors  may  also  print  their  Communications,  subsequent 
to  the  reading  of  the  same  before  the  Academy,  in  any  publication  in  addition 
to  the  "Transactions."  Papers  shall  be  handed  to  the  Secretary  of  the  Section 
immediately  after  they  have  been  read.     (1891.) 

66.  The  "Transactions  "  for  the  year  shall  be  presented  to  all  Fellows  of  the 
Academy  who  have  paid  their  Annual  Subscriptions. 

67.  The  "  Transactions  "  may  be  purchased  by  Members  at  cost  price. 

68.  The  Publication  Committee  of  each  Section  shall  meet  not  later  than 
the  Tuesday  after  each  meeting  of  the  Section,  for  the  purpose  of  abstracting 
the  proceedings — the  abstract  to  be  placed  in  the  printer's  hands  on  same 
evening,  and  forwarded  to  the  editors  of  medical  journals  with  the  least 
possible  delay.    (1888.) 

69.  Contributors  of  papers  may  send  their  papers  to  the  Academy  pnnter 
early  enough  to  allow  of  their  being  put  in  type  before  the  meeting,  provided 
the  author  be  responsible  for  the  cost  of  same  should  the  General  Council  deem 
the  communication  not  suitable  for  publication  in  the  "  Transactions." 

70.  That  on  the  evening  of  the  day  of  meeting  of  the  Sectional  Council 
when  the  papers  for  the  next  meeting  have  been  decided  upon,  a  circular  be 
sent  to  each  contributor  by  the  Secretary  of  the  Section  informing  him  : — 

(1.)  That  he  is  expected  to  be  ready  or  else  take  his  place  at  the  bottom 

of  the  list. 
(2.)  That  he  must  have  an  abstract  ready  with  his  paper,  otherwise  he 

will  be  noted  in  the  published  proceedings  in  such  form  as  the 

Publication  Committee  think  fit. 

71.  The  General  Council  is  empowered  to  defray  the  expenses  in  whole  or 
in  part  of  any  illustrations  which  it  may  consider  advantageous  to  the  eluci- 
dation of  the  papers  published  by  the  Academy. 

72.  An  abstract  (prepared  by  the  author)  of  each  communication  made 
at  the  Academy,  along  with  a  report  of  the  discussions  thereon,  shall  be  fur- 
nished to  the  editors  of  such  medical  journals  as  may  desire  to  publish  them, 
and  the  authors  of  such  communications  shall  lie  empowered  to  publish  their 
papers  in  extenso  in  any  periodical  or  periodicals  they  may  think  fit,  such 
conununications  also  to  appear  in  the  "Transactions,"  provided  the  Council 
consider  them  worthy  of  insertion. 

Expulsion  of  Fellow  or  Member. 

73.  Expulsion  of  a  Fellow  or  Member  can  take  place  only  at  a  General 
Meeting  of  the  Academy,  on  the  motion  of  the  Council,  if  two-thirds  of  the 
Memljers  present  shall  vote  f(»r  the  same  by  ballot.  Of  such  ballot  the  Council 
must  give  at  least  fourteen  days'  notice  in  WT-iting  to  every  Fellow  of  the 
Academy. 

Sew  Laws. 

74.  New  Laws,  or  alterations  in  existing  Laws,  can  be  proposed  only  at  the 
Annual  General  Meeting.  Any  Fellow  proposing  such  alteration  shall  giv«> 
notice  to  the  General  Secretary  at  least  ten  days  bef(>re  the  General  Meeting 
in  October. 
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The  Genera]  Council  reports  that  for  the  Session  1907-8 
the  number  of  Fellows  was  184,  of  Members  23,  and  of 
Student  Associates  17.  The  Fellows  decreased  by  10,  and 
the  Members  by  2. 

In  the  matter  of  finances  the  credit  balance  to  the 
Academy  in  the  National  Bank  stands  at  £174  15s.  4d.,  as 
compared  with  £155  2s.  7d.  of  the  previous  Session. 

The  attendances  at  the  Sectional  Meetings  during  the  past 
Session  amounted  to  an  aggregate  of  753. 

During  the  Session  the  following  resolution  was  adopted 
by  the  General  Council : — "  That  the  first  business  meeting  of 
the  Session  be  held  by  each  of  the  principal  Sections  in 
rotation,  commencing  next  October  (1908)  wth  the  Surgical 
Section." 

A  Special  General  Meeting  of  the  Academy  was  held  on 
Thursday,  July  9th,  1908,  to  consider  the  Tuberculosis 
Prevention  (Ireland)  Bill,  1908,  when  the  following  resolutions 
were  unanimously  adopted  : — 

1.  Proposed  by  Sir  W.  J.  Thompson,  seconded  by  Dr. 
Dawson,  and  resolved — 

"  That  it  is  desirable  that  the  notification  of  Tuberculosis 
should  be  compulsory  throughout  Ireland." 

2.  Proposed  by  Dr.  0 'Carroll,  seconded  by  Dr.  Donnelly, 
and  resolved — 

"  That  the  responsibility  for  notification  should  in  the  first 
instance  rest  upon  the  patient's  relative  or  attendant,  or  the 
person  responsible  for  the  house  or  dwelling  in  which  he 
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happens  to  be^  and  that  the  duty  should  only  rest  upon  the 
doctor  in  case  he  is  satisfied  that  there  is  no  such  responsible 
person  to  undertake  it.  Such  person  may  be  known  as  '  the 
responsible  person."  That  the  form  of  notification  should 
consist  of  two  parts — one,  a  certificate  from  the  doctor  in 
attendance,  addressed  to  the  responsible  person,  informing 
him  or  her  that  the  patient  has  Tuberculosis ;  the  second,  a 
notification  to  the  Medical  Officer  of  Health,  signed  by  such 
responsible  person,  that  he  or  she  has  received  the  preceding 
certificate  from  the  doctor.  That  punishment  for  non- 
notification should  fall  upon  the  responsible  person  so  indicated 
and  not  upon  the  doctor  in  attendance.  That  the  docti^r 
should  receive  a  fee  for  each  certificate  signed  by  him,  whether 
forwarded  by  the  responsible  person  or  by  himself  where  there 
is  no  responsible  person.  That  it  is  important  that  the 
obligation  of  notification  should  fall  upon  the  responsible 
person  at  every  admission  of  such  Tuberculous  patient  to  a 
new  dwelling." 

3.  Proposed  by  Dr.  Purefoy,  seconded  by  Mr.  Story,  and 
resolved — 

"  That  the  compulsory  notification  of  Tuberculosis  will 
be  of  little  use  in  Ireland  unless  the  Infectious  Diseases 
Notification  Act,  1889,  and  the  Infectious  Disease  Prevention 
Act,  1890,  are  made  compulsory  in  the  whole  of  Ireland,  and 
the  duty  of  notification  should  be  laid  on  '  a  responsible 
person  '  other  than  the  medical  attendant." 

4.  Proposed  by  Dr.  Craig,  seconded  by  Sir  \V.  J.  Thompson, 
and  resolved — 

"  That  it  should  be  mandatory  on  the  County  Councils  to 
provide  hospital  accommodation  for  the  segregation  and 
treatment  of  advanced  cases  of  Tuberculosis,  which  are  a 
constant  source  of  danger  to  other  members  of  the  community, 
but  the  establishment  of  Sanatoriums  for  the  treatment  of 
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incipient  cases  of  Tuberculosis  on  any  extensive  scale  would 
not  be  justified  by  the  results  of  treatment." 

5.  Proposed  by  Sir  W.  J.  Thompson,  seconded  by  Dr.  Cox, 
and  resolved — 

"  That  it  should  be  mandatory  on  the  County  Council  of  a 
county,  or  the  County  Councils  of  a  group  of  counties  combined, 
to  appoint  a  Medical  Superintendent  Officer  of  Health,  who 
should  be  competent  to  act  as  Bacteriologist  in  the  manner 
outhned  in  the  Bill,  who  shall  not  engage  in  medical  practice, 
who  would  supervise  the  existing  Medical  Officers  of  Health 
and  other  Sanitary  Officers  in  their  work,  and  who  should  not 
be  removed  from  office  without  the  sanction  of  the  Local 
Government  Board." 

6.  Proposed  by  Dr.  Falkiner,  seconded  by  Dr.  O'CarroU, 
and  resolved — 

•'  That  it  should  be  compulsorily  enacted  that  no  tenement, 
or  premises,  having  become  vacant,  should  be  re-occupied 
until  disinfection  shall  have  been  carried  out  by  the  Public 
Health  Authority,  although  neither  tuberculous  nor  other 
infectious  disease  may  have  been  reported  to  have  occurred 
therein." 

7.  Proposed  by  Dr.  Craig,  seconded  by  Sir  W.  J.  Thompson, 
and  resolved — 

"  That  the  Bill  should  contain  clauses :  (a)  to  penalise 
spitting  in  public ;  (6)  to  provide  for  the  appointment  and 
payment  of  duly  qualified  health  visitors  ;  (c)  to  provide  that 
cows  vnt\\  tuberculous  udders  should  be  compulsorily 
destroyed."  _ 

8.  Proposed  by  Sir  W.  J.  Thompson,  seconded  by  Dr. 
Donnelly,  and  resolved — 

"  That  the  duty  imposed  on  the  Local  Government  Board, 
of  giving  effect  to  certain  provisions  in  the  Bill,  should  be 
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mandatory,  and  not  permissive,  and  the  Local  Govenmient 
Board  should  be  advised  by  a  Committee  of  practising 
Physicians  and  Surgeons." 

9.  Proposed  by  Dr.  Donnelly,  seconded  by  Dr.  Cox,  and 
resolved — 

"  That  a  Committee  be,  and  is  hereby  appointed,  to  watch 
the  passage  of  the  '  Tuberculosis  '  Bill  through  Parliament, 
and  endeavour  to  have  it  amended  in  accordance  with  the 
views  of  this  Academy.  The  Committee  to  consist  of  the 
President  R.A.M.I.,  the  President  R.C.P.I.,  the  President 
R.C.S.I.,  Sir  W.  J.  Thompson,  Dr.  Craig,  Dr.  A.  E.  Boyd, 
Dr.  Donnelly,  and  Professor  ^\^lite." 

The  Committee  appointed  by  the  Special  Meeting  directed 
the  Secretary  of  the  Academy  to  proceed  to  London  on  the 
occasion  fixed  for  the  Committee  stage  of  the  Bill,  in  order 
that  he  might  press  the  views  of  the  Academy  upon  Members 
of  Parliament.  This  was  done,  although  in  the  end  Mr. 
Birrell  moved  the  postponement  of  the  Bill  until  the  autumn. 
The  Committee  then  invited  ten  of  the  Medical  Bodies 
throughout  Ireland  which  had  published  criticisms  on  the  Bill 
to  send  delegates  to  a  conference  on  the  subject.  The  con- 
ference met  twice  and  agreed  to  press  for  important  amend- 
ments to  the  Bill,  which  are  practically  on  the  lines  indicated 
in  the  original  report  of  the  Academy. 

The  Council  records  \vith  deep  regret  the  loss  the  Academy 
has  sustained  by  the  death  of  Sir  John  Banks,  K.C.B. ;  Sir 
Arthur  Vernon  Macan,  M.B.  ;  and  Dr.  Conolly  Norman. 

Sir  John  Banks  was  the  first  President  of  the  Academy, 
from  1882  to  188(3. 

Sir  Arthur  Macan  was  a  past  President  of  the  Obstetrical 
Section,  and  a  contributor  of  many  valuable  papers  to  this 
Section. 

Dr.  Conolly  Norman  was  a  frequent  contributor  of  valuable 
communications  on  subjects  relating  to  insanity. 
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SECTION    OF    MEDICINE. 


BATHS  AND  MINERAL  WATERS,  AND  SOME 
FALLACIES  CONNECTED  THEREWITH:  A 
CRITICISM. 

By  WALTER  G.  SMITH,  M.D. ; 

Ex-President,  Royal  College  of  Physicians  of  Ireland ; 
Physician  to  Sir  Patrick  Dun's  Hospital. 

[Read  in  the  Section  of  Medicine,  November  6,  1908.] 

I  DO  not  think  I  can  find  a  better  introduction  to  my  com- 
munication than  by  quoting  the  opening  sentence — Teutomc 
in  length — of  Dr.  Rutty's  remarkable  Essay  on  the  Mineral 
Waters  of  Ireland,  nTitten  more  than  150  years  ago  (1757)  : — 
"  At  a  time  when  an  affectation  of  the  use  of  spirituous 
hquors  greatly  prevails  among  the  inhabitants  of  a  country, 
to  the  great  prejudice  of  their  health  as  well  as  morals,  it 
seems  to  be  not  an  unseasonable  undertaking  to  recall  to 
their  observation  and  recommend  to  their  use,  Water,  the 
original  natural  drink  of  men,  and  as  yet  the  only  drink  of 
most  of  those  nations  we  call  heathen,  and  indeed  the  most 
T.  A 
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wholesome  of  all  drinks,,  and  the  most  universal  Medicine 
in  nature,  and,  as  variously  impregnated  and  compounded 
by  the  Divine  Wisdom,  found  more  efficacious  than  all  the 
productions  of  art  in  the  cure  of  chronical  diseases." 

As  an  example  of  the  local  fame  of  a  chalybeate  spring 
near  Gorey,  and  of  which  the  Irish  name  was  Tohbernearing — 
i.e.,  the  Iron  Well — he  tells  the  follo\\ing  story  : — 

An  emaciated  young  man,  aged  twenty-two,  "  vnth.  a 
severe  cough,  and  withal  an  hemiplegia,"  drank  the  waters 
for  six  weeks,  and  recovered  his  health.  Twenty  years 
later  he  married  a  widow,  who  had  also  taken  the  water?. 
She  had  borne  no  children  to  her  former  husband,  though  a 
promising  person,  but  soon  proved  fruitful  with  her  new 
husband  and  consort  in  drinking  the  waters.  This  event 
gave  rise  to  a  song  of  which  the  following  hnes  were 
part : — 

"  Consumptive  lad, 

With  asthma  bad. 
Grew  rampant  and  piqueering  ; 

And  widow  pale 

From  head  to  tail 
Was  cured  at  Tobberneering." 

Some  foreign  chalybeate  spas  are  known  as  "  ladies'  baths," 
from  their  supposed  efficacy  in  affections  peculiar  to  that 
perplexing  sex. 

Mineral  waters — i.e.,  either  thermal  springs,  or  waters 
impregnated  beyond  the  limits  of  drinking  water  with  certain 
gases  or  salts  in  solution — ^have  been  known  and  utilised  in 
therapeutics  from  the  earliest  dawn  of  history.  The  Thermas 
of  the  Greeks  and  Romans  played  an  important  part  in 
their  life,  and  were  used  largely  for  purposes  of  luxury 
and  self-indulgence — Balnea,  vina,  Venus  corrumpunt  corpora 
nostra. 

In  ancient  times  the  virtues  of  medicated  springs  were 
ascribed  to  the  influence  of  a  presiding  deity,  and  the  properties 
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of  some  sulphur  wells  have  been  attributed  by  local  tradition 
to  the  notion  that  the  devil  had  been  ducked  in  them.  Even 
now  they  are  surrounded  by  a  variegated  halo  of  mystery, 
credulity,  and  superstition  which  have  not  yet  been  mped 
away  by  the  efiacing  sponge  of  time.  Belief  in  miraculous 
powers  dissolved  in  or  associated  with  the  waters  still  lingers, 
whether  half  consciously  held  or  bolstered  up  by  impudent 
advertisement. 

Much  wise  shaking  of  heads  occurs  and  oracular  recom- 
mendations of  this  or  that  watering  place  are  delivered,  ex 
caihedrd,  when  patients,  some  of  them  with  too  much  in  their 
stomachs  and  too  little  in  their  heads,  seek  the  advice  of  a 
consultant.  In  such  matters  is  not  our  advice  or  opinion 
often  as  straddling  and  uncertain  as  the  gait  of  an  ataxic 
patient  ?  The  favour  of  a  sovereign,  or  of  the  upper  ten,  is  of 
immense  value  to  the  prosperity  of  a  bath  or  health  resort, 
and  carries  more  weight  than  elaborate  chemical  analyses, 
which  bewilder  the  uninitiated.  Fashion  and  caprice  too 
often  rule  the  fortunes  of  many  baths. 

If  we  try  to  disentangle  the  grains  of  truth  from  the  rubbish - 
heap  of  ignorance  and  self-interest  we  soon  arrive  at  two 
conclusions — (a)  that  the  essential  points  for  discussion  are 
few,  and  not  so  very  complicated  as  appears  at  first  sight ; 
(6)  that  there  are  some  real  difficulties — mysteries  if  you 
will — which  await  solution.  One  such  problem  is  that  of 
radio-activity.  Although  physicists  have  amply  proved  the 
existence  of  this  singular  quality  in  a  great  many  mineral 
springs,  it  is  at  present  premature  to  draw  any  conclusions 
as  to  its  efficacy,  and  the  question  remains  an  open  one,  which 
has  scarcely  emerged  from  the  shadowy  region  of  speculation. 
It  is,  however,  right  to  mention  that  at  a  recent  meeting  of 
German  scientific  men.  Dr.  Zucker,  of  Dresden,  considered 
that  the  curative  action  of  radium  was  a  proved  fact,  and 
stated  that  the  Joachimstal  waters  are  the  most  powerfully 
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radio-active,     Gastein,  Baden-Baden,  Kreuznach,  and  Wild- 
bad  came  next  {Brit.  Med.  Jour.,  October  10,  1908). 

Radium  "  emanation  "  is  an  unstable  gas  which,  after  emis- 
sion of  a-particles,  decomposes,  and  furnishes  hehum  and  other 
derivatives — e.g.,  Radium  A,  Radium  B,  &c.  Considered 
as  a  storehouse  of  potential  energy,  radium  emanation  is 
probably  the  most  powerful  chemical  agent  in  existence. 
Ramsay  calculates  that  1  cc.  of  it  contains,  or  can  supply, 
three  million  times  as  much  heat  as  an  equal  volume 
of  a  mixture  of  two  parts  of  hydrogen  and  one  part  of 
oxygen. 

Poulsson,  of  Christiania  (Schmiedeberg's  "Festschrift," 
Archiv.  f.  exper.  Pathol.  U.  Pharmahol.,  1908),  has  made  ex- 
periments with  water  artificially  impregnated  with  radium 
emanation.  He  was  unable  to  satisfy  himself  that  it  exerted 
any  appreciable  physiological  action,  nor  could  he  observe 
any  effect  from  its  administration  to  two  diabetics.  Natural 
waters  contain  excessively  minute  and  variable  amounts 
of  the  emanation.  According  to  Engler  and  Sieveking  the 
richest  is  the  "  Altromische  Quelle  "  of  Casamicciola,  whose 
activity  is  reckoned  as  372.2  (Mache's  scale)  as  compared 
with  activities  ranging  from  0.4  Carlsbad  Sprudel,  to  Gastein 
149.  It  is  possible  that  allowance  may  have  to  be  made 
for  loss  of  radio-activity  in  the  waters  of  certain  springs 
when  they  have  become  stale  and  altered  by  transport  and 
storage. 

Balneology  offers  a  highly  popular  and  extremely  lucrative 
field  of  practice  to  its  disciples,  and  it  is  amusing,  albeit 
somewhat  humiliating,  to  read  the  published  accounts  of 
some  baths  which  are  paraded  with  such  a  magniloquent 
exuberance  of  verbosity.  An  infinitude  of  sapient  nonsense 
can  readily  be  culled  from  the  clamorous  jargon  in  handbooks 
of  the  various  spas  ;  dogmatic  assertions  are  made  and  rules 
of  conduct  laid  down  without  an  iota  of  scientific  foundation. 
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and  which  are,  indeed,  often  mutually  contradictory  and 
self-destructive.  A  superficial  and  discreditable  literature 
has  sprung  up,  which  trades  upon  the  catch- word  "  meta- 
bolism "  (v.  Noorden).  This  is  abundantly  illustrated  in 
the  literature  relating  to  the  fashionable  "  cult "  of  uric 
acid,  where  audacious  speculation  masquerades  as  real 
knowledge. 

Now  let  us  look  at  the  matter  simply  and  rationally.  We 
have  to  take  into  account  (a)  water  alone  ;  (6)  the  substances 
held  in  solution  in  the  water. 

Every  prospectus  of  a  "  hydro "  or  medicated  spring 
flaunts  before  its  devotees  an  elaborate  chemical  menu  of  the 
contents  of  the  water,  certified  by  the  celebrated  Professor  X. 
or  the  eminent  Dr.  Y.  WTiat  does  all  this  imposing  array  of 
figures,  mth  misleading  pretensions  to  accuracy  expressed 
by  decimals  to  five  places,  mean  ?  In  truth,  very  little — 
much  less  than  credulous  folk,  whether  lay  or  medical, 
imagine.  Apart  from  the  folly  of  attaching  much  therapeutic 
value  to  the  infinitesimal  amounts  of  many  of  the  recorded 
items,  there  is  a  serious  fallacy  underlying  all  such  state- 
ments. 

We  are  informed,  e.g.,  that  such  a  water  contains  so  much 
per  cent.,  or  per  1,000,  of  sodium  chloride,  so  much  potassium 
bicarbonate,  sodium  sulphate,  lithium  chloride,  arsenious 
acid,  &c.,  &c.,  and  so  on,  ad  infinitum  and  ad  nauseam.  Now, 
any  practical  chemist  knows  perfectly  well  that  the 
specification  of  individual  salts  in  a  complex  mixture  is  only 
a  matter  of  convention  or  of  guess-work.  He  does  not  really 
know  and  carmot  tell  how  the  acid  radicals  and  the 
basic  radicals  are  severally  distributed.  Nobody  knows,  e.g., 
whether  it  is  potassium  sulphate  or  acid  potassium  sulphate 
which  exists  in  a  given  water  ;  and  two  chemists,  \nth  the 
same  set  of  analytical  figures  before  them,  might  produce 
two    tables    showing    considerable    differences.      Moreover, 
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analytical  figures  can  readily  be  juggled,  possibly  in  the 
interests  of  the  managers  of  the  baths,  so  as  to  exhibit  a 
particular  ingredient  in  an  undeservedly  prominent  light. 
Thus,  the  amount  of  lithium  in  a  water  will  figure  very 
differently  according  as  it  is  expressed  as  oxide,  chloride, 
carbonate,  or  sulphate,  owing  to  the  different  molecular 
weights  of  the  acid  radicals  (c/.  Rosemann,  "Ueber  den 
Werth  der  Brunnen-Analysen,"  Therap.  Monatsh,  1896, 
S.  637).  A  chemical  analysis  of  a  water  should  simply  state 
the  respective  amounts,  per  litre  or  gallon,  of  each  basic  and 
acid  radical — i.e.,  of  the  ions,  which  are  the  real  objects  aimed 
at  by  ordinary  methods  of  analysis.  And  this  leads  to  the 
consideration  that  we  have  to  reckon  with  the  modern  theory 
of  ionisation. 

There  is  a  weighty  body  of  experimental  evidence  that  salts, 
in  dilute  solution,  are  largely  fractured,  as  it  were,  into  sub- 
molecules,  of  opposite  electrical  endowment,  and  which  are 
termed  ions.  By  ionisation  we  mean  the  dissociation  of  a 
compound  into  ions  under  the  influence  of  a  solvent. 

All  soluble  acids,  bases,  and  salts  are  more  or  less  freely 
ionised  when  dissolved  in  water.     Thus — 


+ 

— 

Na  CI,  in  dilute  solution 

Na 

+  CI 

K,  CO3        „ 

K, 

+    CO;, 

Na,  SO,       .. 

Na2 

+    SO4 

and  so  on.  So  that  the  medicinal  action  of  a  medicated 
water  depends  mainly  upon  its  ions,  and  not  upon  the  salts 
considered  as  integral  molecules.  But  we  must  allow  some 
share  to  the  action  of  the  undissociated  portion  of  the  mole- 
cules, and  this  part  is  proportionately  large  in  the  case  of 
concentrated  solutions — e.(j.,   Droitwich  water. 

Furthermore,    we    must    recollect    that    some    ions — e.g., 
Na  and  CI — are  almost  physiologically  inert  in  dilute  solution. 
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We  are  all  familiar  with  the  inaccurate  phrase  "  normal  or 
isotonic  saline  solution,"  so  often  heard  of  in  physiology 
and  histology — i.e.,  a  solution  of  Na  CI,  0.6-0.9  per  cent. 
Other  ions,  on  the  contrary,  such  as  I  and  Br,  have  powerful 
specific  actions. 

Therefore,  in  a  solution  of  mixed  salts  we  have  to  take 
into  account  three  things,  pharmacologically — {a)  The  un- 
dissociated  molecules.  (6)  Indifferent  ions — e.g.,  Na  and 
CI.  (c)  Ions  of  specific  action,  and  of  very  different  absorb- 
ability— e.g.,  I,  Br,  Ca,  SO4,  &c.  I  freely  admit  that  the 
average  medical  man  more  readily  grasps  something  of  the 
nature  and  probable  effects  of  a  given  mineral  water  when  its 
contents  are  expressed  as  salts  instead  of  ions. 

Closely  interwoven  with  the  theory  of  ionisation  is  the 
doctrine  of  osmosis,  and  modern  balneology,  if  it  is  to  redeem 
itself  from  crude  empiricism,  must  recognise  the  recent 
teachings  of  physical  chemistry.  Osmosis  and  diffusion  are 
merely  different  manifestations  of  the  same  action.  The 
tissues  of  our  body  are  a  sort  of  sponge,  permeated  in  every 
direction  by  innumerable  osmotic  currents,  which  undoubt- 
edly play  a  large  and  important  part  in  the  physiology  of 
living  organisms,  animal  or  vegetable.  The  action  of  sahne 
cathartics  is  intimately  related  to  osmotic  processes,  and 
numerous  other  illustrations  could  easily  be  adduced.  In 
truth,  every  cell  in  the  body  may  be  viewed  as  a  tiny  force- 
pump  and  suction-pump,  and  the  infinitely  small  dominates 
the  hving  aggregate.  Hence  we  see  that  a  complete  analysis 
of  a  mineral  water  involves  two  sets  of  data — (1)  Purely 
chemical — i.e.,  quaUtative  and  quantitative  determination 
of  the  substances  present.  (2)  Physico-chemical — i.e.,  deter- 
mination of  the  degree  of  dissociation,  and  of  the  osmotic 
pressure,  by  measurements  of  the  electrical  conductivity. 
In  regard  to  osmotic  pressure,  waters  may  be  classified  into 
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three  groups  : — (a)  Hypertonic — e.g.,  the  stronger  saline 
bitter  waters;  these  remain  longer  in  the  stomach  owing  to 
the  considerable  difference  in  osmotic  pressure  between  the 
mineral  water  and  the  blood.  (6)  Isotonic — e.g.,  Carlsbad, 
Marienbad,  Wiesbaden,  (c)  Hypotonic  :  the  "indifferent" 
waters — e.g.,  Bath.  Practically  all  table  waters  taken  at  or 
between  meals  are  of  low  molecular  concentration.  (For 
such  a  complete  analysis  see  Koppe,  Physikalische  Chemie, 
1900,  137.) 

Unavoidable  ignorance  of  these  conditions  vitiates  much 
of  the  earlier  physiological  investigations  upon  the  influence 
of  normal  salts,  alkahes  or  acids,  respectively,  upon  muscle- 
ceU,  nerve-fibre,  and  the  lower  organisms.  Upon  the 
possible  and  even  probable  intervention  of  catalysis  in 
physiological  action  I  cannot  enter. 

We  now  perceive  how  complex  the  problem  becomes,  and 
we  will  hesitate  to  glibly  use  such  phrases  as  (a)  water  action  ; 
(b)  salt  action. 

Do  we  know  anything  of  the  physiological  action  of  pure 
water  ?  Nothing  whatever.  Pure  water,  as  obtained  by 
Kohlrausch  and  Heydweiller,  is  extremely  difficult  to  prepare, 
and  it  is  an  almost  absolute  non-conductor  of  electricity. 
Its  trace  of  conducting  power  is  due  to  the  fact  that  pure 
water  itself  is  very  sparingly  dissociated  into  free  ions  of 
H  and  OH.  Twelve  and  a  half  million  litres  of  water 
contain  about  1  gram  H-ions  and  17  grams  OH-ions — i.e.,  one 
gram-molecule. 

Every  water  which  shows  a  higher  conductivity  for 
electricity  owes  its  increased  conductivity  to  its  containing 
ions  of  other  substances  in  solution,  and  the  list  appended 
exhibits  the  relative  conductivities  of  some  diverse  specimens 
of  water: — 
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Electrical  Conductivity  of  Waters.       Expressed  in  Reciprocal 

Ohms,  Multiplied  by  10^^,  and  at  a  Temperature  of  18°  C. 

Absolutely  pure  water  -  -  .0-38 

Water  from  molten  natural  ice  -  2.13  to  8 

Boiled  distilled  water  -  -  10. 

Water  from  the  "  Gift-brunnen,"  Gastein         31.9 

Ordinary  distilled  water  -  -  49,2 

Water  from  molten  artificial  ice  -  137. 

Brunnen  spring,  Giessen  -  -  344. 

Marienbad,  Ambrosius  spring     -  -      1,142. 

Liebenstein,  chalybeate  -  -       1,979. 

Homburg,  Louisa  spring  -  -       5,646. 

Kissingen,  Rakoczy  -  -     10,058. 

Na  CI  solution,  0.73  per  cent.     -  -     11,050. 

Homburg,  Elisabeth  spring       -  -     15,493. 

Na  CI,  1.46  per  cent.  -  -     20,038. 

Water  carefully  distilled  and  freshly  boiled  is  commonly 
reckoned  pure,  yet  its  conductivity  shows  that  it  is  far  from 
being  so. 

The  purest  water  in  nature  is  the  molten  water  from  natural 
ice.  Water  from  artificial  ice  is  less  pure.  Hence  artificial 
ice  is  better  for  medical  use  than  natural  ice,  just  because  it 
is  less  pure ;  for  the  purer  water  is  the  more  injurious  is  it  to 
the  tissues,  and  the  greater  the  osmotic  disturbances  provoked 
by  it.  Hence,  also,  why  snow  w^ater,  or  that  from  glacier 
streamlets  is  so  hurtful  to  drink,  and  is  avoided  by  prudent 
mountaineers. 

Pure  water  action  and  pure  salt  action  are  merely  theo- 
retical limits,  and  what  we  really  have  to  cope  with  is  the 
relative  sahnity  of  the  various  waters.  ]\lineral  waters  are 
employed  in  two  ways: — (1)  Externally — i.e.,  locally. 
(2)  Internally — i.e.,  systemically. 

It  has  been  sufficiently  proven  that  water,  and  substances 
soluble  in  water,  are  scarcely,   if  at  all,  absorbed  by  the 
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unbroken  and  uninjured  skin.  The  notion,  e.g.,  that  a  chaly- 
beate water  has  any  systemic  influence,  via  the  skin,  is  quite 
childish.  Hence  the  effects  of  immersion  baths,  if  care  be 
taken  to  exclude  absorption  by  the  mucous  apertures  and 
channels  of  the  body,  must  be  regarded  as  purely  local,  or, 
they  act  as  reflex  stimuli. 

The  essential  factors  of  external  action  are  two — ^viz., 
temperature,  and  the  stimulating  efiects  of  certain  sub- 
stances, gaseous  or  solid,  dissolved  in  the  water. 

The  distinction  that  has  sometimes  been  drawn  between 
"  artificial  "  and  "  telluric  "  heat  is  idle.  As  Huggard  well 
remarks,  the  accident  of  being  heated  in  the  bowels  of  the 
earth  instead  of  in  a  kettle  does  not  in  the  smallest  degree 
affect  the  character  of  the  water.  The  only  advantage  of 
such  waters  is  the  convenience  that  arises  from  a  large  supply 
at  uniform  temperature.  The  reviving  and  stimulating  action 
of  hot  water,  administered  internally,  is  very  striking,  and  is 
utilised  in  post-operative  management.  The  action  of  cold 
water  is  of  the  highest  importance,  and  is  of  great  hygienic 
and  therapeutic  value,  but  I  will  not  now  enter  into  it. 
Neither  is  there  time  to  discuss  the  respective  therapeutics 
of  hot  water  and  hot  air.  I  may,  liowever,  point  out  that  the 
removal  of  fluid  from  the  body,  even  in  cases  of  advanced 
dropsy,  may  not  be  an  unmixed  good,  unless  the  warm  bath 
is  followed  by  a  diuretic  action.  For,  unless  the  toxic  sub- 
stances in  the  blood  are  also  removed,  the  relative  amount 
of  toxins  left  behind  in  the  blood  and  tissues  will  be  greater, 
and  so  the  last  state  of  the  patient  may  be  worse  than  the  first. 

The  8U]jposed  special  virtues  of  sool-baths — i.e.,  strong 
brine;  of  peat  baths,  and  mud  baths — e.rj.,  fango,  a  volcanic 
mud  from  Sicily — are  simply  reducible  to  slight  variations  in 
the  stimulant  action  on  the  extensive  sensory  surface  of  tlie 
skin,  one  of  high  importance.  Mud  baths  are  to  ordinary 
waters  what  brown  bread  is  to  white  bread  ;  they  tickle  more. 
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Moreover,  peat  and  mud  baths  are  poorer  conductors  of  heat 
than  is  water,  so  that  both  higher  and  lower  temperatures 
can  be  borne  without  discomfort  (Huggard). 

As  my  remarks  are  purposely  of  a  general  nature,  I  shall 
eschew  all  discussion  of  the  magical  potencies  which  are 
fathered  upon  this  or  that  spring  among  the  multitude  of 
competing  waters.  One  spring  differeth  from  another  spring 
in  glory. 

The  vexed  question  whether  there  is  any  significant  difier- 
ence  of  effects  between  a  water  drunk  in  its  natural  home, 
and  at  a  distance  from  its  source,  is  largely  and  obviously 
answered  by  the  varying  accessories,  attractions,  and  ordin- 
ances of  the  parent  source. 

The  more  important  factors  in  mineral  waters  qvx)ad 
therapeutics  may  be  thus  enumerated: — ^(1)  Temperature. 
(2)  AlkaHnity.  The  assumed  efiicacy  of  lithia  waters  in 
gouty  affections  is  more  than  problematical,  and  the  best 
authorities  disbelieve  in  it.  The  determination  of  the  efiects 
of  alkaUes  on  the  chemical  activities  of  the  body  opens  up 
a  large  and  obscure  but,  doubtless,  highly  important  chapter  in 
physiology.  One  of  the  chief  aims  of  hydrotherapy  is  to 
control  the  reaction  of  the  urine,  with  the  object  of  decreasing 
or  neutralising  its  acidity.  But  all  reports  upon  change  of 
reaction  in  the  urine  are  to  be  accepted  with  considerable 
caution,  for  the  simultaneous  presence  of  weak  acids  and 
weak  bases  interferes  with  the  reaction.  Normal  urine,  even 
if  it  turns  litmus  distinctly  red,  may  actually  be  less  acid 
than  one  which  does  not  act  so  markedly  upon  litmus 
(v.  Noorden,  Metabolism  and  Pract.  Med.,  III.,  p.  944). 
(.3)  Aperient  action.  This  mainly  depends  upon  the  pressure 
of  a  sufficiency  of  the  difficultly  absorbable  ion,  SO4.  Were 
it  not  for  purgative  action  mineral  waters  would  be  shorn  of 
much  of  their  taUsmanic  virtues.  (4)  The  presence  of  iron 
in  appreciable  amount.     But  we  should  remember  that  the 


12  Baths  and  Mineral  Waiers. 

average  daily  excretion  of  iron  in  the  body  is  extremely 
small — ^viz.,  about  5  cgm.,  or  |-  grain.  Moreover,  chalybeate 
waters  contain  very  little  iron,  equivalent  to  only  0.025  to  0.03 
grm.  per  day.  (5)  Arsenic  occupies  a  subordinate  place  in 
mineral  waters,  Val  Sinestra  water  is  the  only  one  wliich 
contains  arsenic  without  appreciable  amount  of  iron.  Ferro- 
arsenical  waters  are  growing  in  favour,  and  do  not  seem  to 
deteriorate  when  bottled  so  readily  as  carbonate  of  iron 
waters.  (6)  Sulphur  action.  Only  an  infinitesimal  quantity 
of  sulphur  is  present  even  in  the  richest  waters.  Therapeu- 
tically, sulphur  waters  may  be  ranked  as  "  indifferent  waters," 
with  a  nasty  smell  and  taste.  There  can,  I  tliink,  be  little 
doubt  that  their  therapeutic  value  has  been  greatly  over- 
rated. (7)  CO2 — i.e.,  aerated  waters.  There  is  some  evidence 
that  such  waters  stimulate  appetite  and  promote  pancreatic 
digestion.  (8)  The  flushing  out  of  the  kidneys  and  diuretic 
action.  The  famous  Carlsbad  Sprudel  water  is  in  no  wise 
remarkable,  except  that  it  contains  a  considerable  proportion 
of  several  salts,  some  more  easily  and  some  less  easily 
absorbed,  and  hence  it  has  the  wider  range  of  action. 

Now,  after  this  excursion  into  criticism — i.e.,  the  katabolic 
side  of  the  argument — let  us  see  what  can  be  said  on  the  other, 
the  anabolic  side,  in  explanation  of  the  benefits  which  many 
sufferers  undoubtedly  experience  from  a  so-called  "cure  "  at 
a  bath  or  "  hydro." 

The  name  of  Carlsbad  recalls  to  my  memory  the  sanest  and 
most  rational  exposition  of  this  interesting  topic  which  I 
have  yet  seen.  I  refer  to  two  brilliant  letters  from  that 
eccentric  and  talented  man,  the  late  Mr.  Ernest  Hart,  pub- 
lished in  the  Brit.  Med.  Jour.,  1887,  pp.  10G5  and  1176,  and 
entitled  "  Spray  from  the  Carlsbad  Sprudel."  Some  of  his 
acute  observations  are  well  worth  reproducing,  and  are  of 
general  application.  At  the  outset  the  time-worn  but  inex- 
haustible fallacy  of  post  hoc  and  propter  hoc  stares  us  in  the 
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face,  and  is  the  salvation  of  many  baths  and  waters.  "  It 
leads  by  their  mental  proboscis  files  of  afflicted  invalids  as 
well  as  of  hypochondriacs  in  dreary  processions,  glass  in 
hand,  hour  after  hour,  round  and  round  the  halls  and 
colonnades  of  Cur-Hansen,  in  wliich  spout  steaming  Spriideln, 
or  drip  the  saline  streams  of  Quelle  of  every  degree  of  mineral- 
isation.    It  has  lasted  for  centuries  and  will  not  die." 

Some  30,000  persons  more  or  less  every  year  play  their 
part  as  Cur-Gasten  at  Carlsbad  \vith  unchanging  faith  and 
invariable  solemnity.  There  are  twelve  or  fifteen  difTerent 
wells — all  hot  saline  springs,  their  temperature  accurately 
inscribed  in  Centigrade  and  Fahrenheit,  and  all  containing 
a  certain  amount  of  common  salt,  a  little  alkaline  carbonate, 
and  a  small  amount  of  sulphate  of  sodium. 

Of  course,  as  Mr.  Hart  points  out,  the  club  of  "  clinical 
experience  "  is  ready  with  wliich  to  knock  do\\Ti  any  sceptic 
who  dares  to  question  such  mystic  data  as  "  the  hottest 
water  is  more  constipating,"  the  Sprudel  is  more  "  stimulat- 
ing," and  so  forth. 

Mr.  Hart  himself  was  emboldened  to  wander  vaguely  from 
one  spring  to  another,  and  drank  indiscriminately  which  ever 
came  first,  but  he  was  never  able  to  detect  the  slightest 
difference.  For  my  owm  part,  I  am  inchned  to  believe  if 
all  the  fifteen  springs  of  Carlsbad  were  put  into  a  common 
stock-pot  and  duly  ladled  out  to  the  clients,  differently  tinted, 
we  will  suppose,  to  retain  the  psychical  influences  of  variety, 
that  the  positive  therapeutic  benefits  of  the  waters  would  not 
be  one  whit  materially  lessened.  Yet  when  patients  are 
drafted  from  well  to  well,  each  varying  infinitesimally  from 
the  other,  is  there  really  any  difference  deeper  than  that 
betwixt  Tweedledum  and  Tweedledee  ?  "  The  typical  spring 
is  the  Sprudel,  which  spouts  into  air  a  steaming  fountain, 
falhng  back  into  an  ornate  basin,  and  around  which  stand 
a  little  array  of  maidens,  all  singularly  ansemic,  and  for  the 
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most  part  fearfully  ugly,  who,  under  the  solemn  superin- 
tendence of  a  portly  beadle,  put  the  drinking  glasses  of  the 
file  of  Cur-Gasten,  each  in  succession,  into  tin  holders,  mounted 
on  long  sticks,  fill  them  from  the  Sprudel  and  hand  them 
back." 

The  answer  to  the  therapeutic  problem  is  not  to  be  found 
in  trivial  details  of  the  specific  virtues  of  the  different  springs, 
and  the  secret  of  success  surely  depends  upon  a  summation 
of  agencies  of  all  sorts. 

"  A  Carlsbad  cure  is  a  very  complex  therapeutic  agent. 
It  is  a  rest  cure,  a  diet  cure,  an  air  cure,  a  music  cure,  an 
exercise  cure,  a  mind  cure  and  a  body  cure.  Its  efficiency  is 
made  up  of  a  great  many  elements,  which  have  by  time, 
experience,  liberal  expenditure,  and  enlightened  management, 
been  brought  together  in  aid  of  the  natural  treasures  and 
territorial  advantages  of  the  place." 

Special  attention  is  paid  to  diet  at  Carlsbad,  and  the  bill 
of  fare  provided  is  Cur-gemdss,  under  the  direction  of  accom- 
plished physicians.  All  practitioners,  even  the  specialists, 
bewail  the  fact  that  the  benefits  of  the  waters  in  gastric 
disorders  are  only  symptomatic  and  temporary,  and  that 
for  the  prevention  or  permanent  cure  of  h}^eracidity  they 
are  powerless.  Careful  and  patient  dieting,  prevention  of 
constipation  and  a  generally  healthy  life  are,  in  most  cases. 
of  infinitely  more  value  (v.  Noorden).  In  the  statements 
about  "  metabolic  activity  "  and  its  results  in  obesity,  at 
Homburg,  Kissingen,  and  Marienbad,  an  important  role  is 
assigned  to  the  diarrhoea  wliich  is  said  to  produce  an  in- 
creased output  of  oxidisable  material.  This  astounding 
statement  is  opposed  to  common  sense,  and  is  not  justified 
by  science  (v.  Noorden).  t 

What  a  well- organised  system  such  as  that  at  Carlsbad 
offers  to  its  clients  is  tliis : — "  It  is  made  a  matter  of  pleasant 
discipline  to  rise  early  and  spend  two  or  three  hours  at  short 
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intervals  in  gentle  exercise  under  a  pleasant  climate,  mth  a 
good  amount  of  sunshine,  amid  surroundings  which  generally 
occupy   the   mind    without   anything    which   can   approach 
excitement.     .     .     .     There  are  very  few  forms  of  gastric, 
intestinal,  renal,  and  nervous  cases    which  are  not  capable 
of  being  benefited  by  such  a  treatment,  even  if   that  were 
not  at  all  mineralised.     It  is  thus  that  the  most  various 
complaints   and   the   most   opposite  morbid  conditions   are 
successfully     treated     by     the     Carlsbad     cure."       Mutatis 
mutandis,  what  is  true  of  Carlsbad  is  true  of  other  localities. 
In  default  of  these  pleasant  and  essential  accessories,  with 
the   manifold   physical    and   psychical    stimuli    which    they 
involve,  it  is  vain  to  expect  similar  good  results  from  waters, 
no  matter  how  strongly  mineralised  and  chemically  attested' 
which  are  situated  in  places  where  these  collateral  advantages 
are  denied  by  nature,  by  poverty,  or  by  other  adverse  con- 
ditions. 


Dr.  James  Little  said— Iu  selecting  a  mhieral  water  for  a 
patient  the  doctor  had  to  consider  the  characteristics  of  the 
patient,  the  chmate  of  the  place  to  which  he  was  going,  the 
batMng  and  drmldng  facihties,  and  the  social  amenities  of  the 
place,  and  the  doctor  under  whose  care  the  patient  was  gomg. 
He  did  not  thmk  that  mineral  waters  did  as  much  good  now-a- 
days  as  fifty  years  ago,  because  the  patients  of  former  times  had 
reahsed  mcomes,  and  could  go  away  without  any  mental  dis- 
turbance, but  patients  now  worked  up  till  two  in  the  mornmg 
arranging  their  business,  and  then  rushed  off  and  drank  more 
than  they  were  ordered,  and  so  got  httle  benefit.  A  patient 
with  organic  disease,  who  was  sent  to  mineral  waters,  had  usually 
incalculable  injury  done  to  him,  but,  if  the  disturbance  was  only 
functional,  real  benefit  would  be  derived.  He  thought  the 
reputation  of  many  watermg  places  depended  on  the  abihty  of 
the  local  medical  men. 


UNUSUAL  CASE  OF  LUPUS  MUTILANS. 

By  WALTER  G.  SMITH,  M.D.; 

Physician  to  Sir  Patrick  Dun's  Hospital ; 
Ex-President  of  the  Eoyal  College  of  Physicians  of  Ireland. 

[Read  in  the  Section  of  Medicine,  December  4,  1908.] 

The  case  I  submit  presents  some  unusual  features,  which 
appear  to  me  worthy  of  record.     They  are  as  follow : — 

(a)  Two  symmetrical  patches  of  ordinary  lupus  on  the  face, 
one  on  either  cheek.  Nodular  lupus  is  rarely  symmetrical  on 
the  face. 

(b)  Lupus  on  the  conjunctiva  of  upper  and  lower  eyelids  of 
both  eyes.  This  had  not  spread  from  the  adjacent  skin,  or  up 
the  nasal  duct. 

(c)  Notable  involvement  of  the  soft  parts  of  the  fingers,  with 
deformity. 

(d)  Remarkable  changes  in  the  bones  of  the  digital  phalanges, 
as  shown  in  the  excellent  X-ray  photograph,  for  which  I  am 
much  indebted  to  Dr.  E.  Watson. 

Case. — J.  O'N.,  aged  thirty-six,  shop  assistant,  admitted  into 
Sir  P.  Dun's  Hospital,  October,  1908.  Father  and  mother  alive 
and  healthy,  and  no  history  of  tubercle  in  the  family.  A  tem- 
perate man,  and  never  had  any  venereal  disease,  nor  did  he 
ever  suffer  from  any  form  of  skin  disease  until  about  six  years  ago, 
when  both  thumbs  were  attacked  with  redness  and  swelling,  like 
that  of  a  cliilblain.  Gradually,  also,  the  nails  were  affected  and 
fell  oS.  Ulceration  developed  on  the  tips  of  fingers  of  left  hand 
one  year  ago  ;  on  the  right  hand,  a  few  weeks  ago.  Three  years 
past  the  right  eyelids  were  involved,  and  four  months  ago  the 
left  eyelids.  Ten  months  ago  a  patch  of  ordinary  lupus  on  the 
right  cheek,  followed  six  months  later  by  a  similar  patch  on  the 
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loft  clieek.     No  other  pyit  ot  tljo  body  was  attacked  ;    lips  and 
mouth  quite  free. 

Present  State— Right  Hand.— Thnui}),  middle  and  ring  finger 
affected.  Thumb  stumpy,  deformed,  swollen  and  bulbous. 
Nail  destroyed,  and  an  irregular  transverse  line  of  ulceration 
across  the  dorsum  of  the  phalanx.  Last  phalanx  of  middle 
finger  dusky  and  swollen;  nail  spoon-shaped,  soft,  deeply  striated 
longitudinally.  Second  phalanx  of  ring  finger,  small,  witli  dusky 
red  swelling  on  the  back  ;  nail  normal. 

Left  Hand.— Thumb,  index  and  ring  fingers  affected.  Last 
phalanx  of  thumb  deformed,  swollen,  dusky  red.  Nail  soft, 
almost  destroyed,  and  oozing  sero-pus  at  the  side.  Last  two 
phalanges  of  index  finger  dusky  red,  swollen  :  nail  a  mere  remnant, 
thick  and  soft,  ulcerated  at  base.  Ring  finger  deformed,  dusky 
red  and  swollen  ;  last  phalanx  turned  to  ulnar  side.  Nail  soft, 
striated  ;  three  saucer-shaped  depressions  on  its  back,  separated 
by  vertical  ridges. 

i^'oce.— Symmetrically,  on  the  centre  of  each  cheek,  a  patch  of 
nodular  and  nlcerated  lupus,  about  one  and  a  half  inches  long, 
extending  obliquely  from  below  the  eye  downwards  and  outwards. 

.¥ose.— Mucous  membrane  swollen  and  gi-anular. 

Eyes.— The  right  lids  slightly  reddened  and  swollen.  Inner 
surfaces  of  both  lids  affected.  Upper  very  vascular,  and  finely 
.granular,  but  not  bleedmg  when  rubbed.  Low^er  lid  thickened 
and  slightly  everted.  Bulbar  conjunctiva  vividly  injected.  A 
pale,  pulpy  new  growth  mvolving  inner  edge  of  cornea.  Sight 
good.  Left  eye  not  so  severely  affected  ;  upper  lid  red  and 
swollen  ;  palpebral  conjunctiva  very  vascular  and  granular 

The  patient  was  transferred  to  the  Royal  Victoria  Eye  Hospital, 
And  Sir  H.  R.  Swanzy  curetted  the  lids. 

In  one  other  case  of  lupus  I  have  obsen-ed  pulpy  swellinf^ 
of  the  fingers,  and  the  case  is  referred  to  bv  Dr.  Radcliffe 
Crocker  ("  Diseases  of  the  Skin,"'  3rd  ed.,  p.  7U). 

Pulpy  nodosities  appeared  first  on  the  fingers,  then  psoriasis- 
like eruption  on  the  body,  whicli  left  scars ;  on  the  tip  of  the 
nose  was  undoubted  ordinary  nodular  lupus,  which  ulcerated  ; 
and  on  the  nose  and  fingers  there  were  symmetrical  exostoses 
about  3  cm.  by  2  cm. 

T. 
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A  radiogram  by  Dr.  Haughton  revealed  bony  outgrowths  in 
several  places,  chiefly  at  articular  ends  of  phalanges. 

The  most  remarkable  circumstance  in  the  present  case  is, 
I  take  it,  the  serious  and  extensive  implication  of  the  bones  of 
the  fingers,  and  I  am  much  indebted  to  Dr.  E.  Watson  for  the 
beautiful  radiogram  which  so  well  illustrates  the  state  of 
affairs.  The  dissolution  of  the  bones,  lea^^ng  scattered  islets 
here  and  there,  is  very  noteworthy. 

The  deformity  of  the  hands  calls  to  mind  the  mutilation 
that  is  frequently  seen  in  leprosy,  and  the  latter  diagnosis 
would  scarcely  be  incredible  were  attention  directed  to  the 
hands  alone.  (Compare  the  illustrations  given  in  Hillis's 
"  Treatise  on  Leprosy  in  British  Guiana.'") 

A  striking  photograph  of  the  destructive  effects  of  lupus  on 
the  hand  is  shown  in  Plate  71  of  Hutchinson's  "  Smaller  Atlas 
of  Clinical  Illustrations.  " 

In  his  enormous  experience,  Sir  Jonathan  Hutchinson  has 
seen  very  few  examples  of  lupus  mutilans.  In  all  it  was 
associated  with  lupus  vulgaris  on  other  parts,  and  in  all  the 
disease  had  begun  in  early  life.  In  my  case  the  disease  first 
showed  itself  at  thirty  years  of  age. 

Hutchinson  also  mentions  that  a  lady,  about  thirty  years 
of  age,  who  suffered  from  lupus  of  the  face,  was  brought  to 
him  by  Mr.  Sibley,  and  one  of  her  hands  was  exactly  in  the 
condition  shown  in  the  plate  in  his  Smaller  Atlas. 

A  similar  condition  is  sometimes  produced  in  the  foot. 

Pathologically  the  state  of  the  bones  may,  I  presume,  be 
regarded  as  a  tuberculous  rarefying  osteitis. 

Even  in  the  worst  cases  of  lupus  of  the  nose  and  face,  it  is 
very  noteworthy  how  the  bones  escape,  not  excepting  the  thin 
vomer,  and  caries  of  the  palate  bones  never  ensues. 

Lastly,  I  would  draw  attention  to  the  extensive  involvement 
of  the  conjunctiva.  Lupus  of  the  conjunctiva  usually  occurs 
as  an  extension  of  the  disease  from  the  adjacent  skin,  or. 
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possibly,  up  the  nasal  duct.  Excellent  illustrations  of  its 
clinical  features  are  shown  in  Kaposi's  "  Atlas  of  Diseases  of 
the  Skin,"  plates  213-216. 

As  to  treatment,  there  is  little  to  be  said.  I  thoroughly 
scraped  the  patches  on  the  cheeks,  and  subsequently  drilled 
any  residual  specks  with  liquid  carbolic  acid,  and  the  result 
is  very  satisfactory,  and  the  scar  is  scarcely  visible. 

Nothing  can  reasonably  be  expected  from  treatment  of  the 
digital  disease. 


NOTES  ON  A  YEAES  MENTAL  HOSPITAL  WORK.. 

By  W.  R.  DAWSON,  M.D.,  F.R.C.P.L ; 
Kesident  Medical  Superintendent,  Farnham  House,  Finglas,  Co.  Dublin. 

[Read  in  the  Section  of  Medicine,  January  15,  1909.] 

The  following  are  a  few  short  notes  concerning  some  of 
the  points  which  have  arisen  in  the  practice  of  the  year 
ending  March  31st,  1908  :  — 

Causation. — The  aetiology  of  mental  disease  is  a  subject 
which  attracts  ever-increasing  attention,  and  rightly  so, 
since  in  no  department  of  Medicine  is  preventive  treat- 
ment of  more  importance.     I  have  been  in  the  habit  of 
classifying   causes  in  three  groups — viz..  Diathesis,  Moral 
and    Physical    Stress,    and    Intoxication — the    last-men- 
tioned including  infection.     Using  this  grouping,  I  find 
that  of  the  admissions  during  the  year  diathesis  alone  was 
considered  the  principal  cause  in  29.4  per  cent.,  which  is 
rather  lower  than  the  average  of  other  years.     However, 
more  or  less  hereditary  taint  was  present  in  a  much  larger 
proportion  of  the  admissions,  for  leaving  out  three  cases 
in  which  no  history  on  the  point  was  obtained,  and  one  in 
which  the  question  was  doubtful,  there  was  either  direct 
or  collateral  neuropathic  heredity  in  71.4  per  cent,  of  the 
remainder.     As  might,  perhaps,  have  been  expected,  the 
second  forms  the  largest  class,  no  less  than  47  per  cent,  of 
the  admissions  being  attributed  to  various  forms  of  moral 
and  j)hysical  wear  and  tear  as  principal  causes ;  while  only 
23.5   per  cent,    were    held    to    be    mainly    due   to    toxic 
influences.     Of  course  more  than  one  factor  was  usually 
present,  and  indeed  at  least  two  cases  were  the  result  of 
factors  belonging  to  all  three  categories. 

As  regards  linedity,  the  form   in  which  the  diathesis 
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showed  itself  in  other  members  of  the  family  was  ehifflv 
insanity,  the  characters  of  which  here  in  some  instances 
a  remarkable  resemblance  to  those  of  the  case  admitted. 
In  other  cases  it  took  the  form  of  epilepsy  or  alcoholism. 
The  forms  of  insanity  in  the  admissions  in  which  there 
was  heredity  were  mania,  melancholia,  or  dementia,  and 
there  were  also  two  cases  of  alcoholism,  one  of  which,  at 
all  events,  was  not  technically  insane.  Amongst  the 
discharges,  one  case  certainly  possessed  the  neuro- 
pathic diathesis  in  a  high  degree,  although  no  family- 
history  of  neuropathic  heredity  could  be  ascertained. 
This  patient  was  suffering  from  the  form  of  mental  disease 
known  as  paranoia,  which  almost  invariably  occurs  in 
hereditary  neuropaths,  except,  perhaps,  in  the  relatively 
few  cases  due  to  alcohol.  Most  of  the  cases  falling  under 
the  second  heading — wear  and  tear,  as  regards  their 
causation,  presented  no  special  peculiarity ;  but  it  may  be 
recorded  that  one  was  undoubtedly  due  to  religious  excite- 
ment, inasmuch  as  this  is  not  nearly  so  common  a  cause 
of  mental  disease  as  is  generally  supposed ;  and  it  is,  per- 
haps, worth  adding  that  the  old  idea  of  a  special  form  of 
religious  insanity  exists  only  amongst  the  un instructed. 
In  this  instance  the  patient  had  some  neurotic  heredity, 
and  the  influence  of  religious  excitement  was  augmented 
by  fatigue,  want  of  proper  food,  and  the  heat  of  the 
weather.  Another  case  was  due  to  overwork  for  an  exami- 
nation, and  the  early  symptoms  were  a  sort  of  confusion 
and  mental  dulness,  somewhat  similar  to  what  had  been 
observed  in  a  former  case  arising  from  the  same  cause  ;  and 
these  would  seem  to  be  the  characteristics  of  this  form  of 
brain  exhaustion.  A  case  of  acute  mania  presented 
several  points  of  interest,  and  may  be  briefly  reported  : — 

Case    I.— Gentleman,    aged    forty-three,    with    bad    heredity 
shown  both  directly  and  collaterally.     In  youth  he  was  greatly 
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addicted  to  venery,  but  is  not  known  to  liave  had  syphilis.  He 
had  been  depressed  about  money  matters  for  some  months,  and 
was  inclined  to  be  irritable.  He  suddenly  found  out  that  his 
affairs  were  right,  and  that  he  would  eventually  be  fairly  well  o£E : 
and  two  days  later  he  began  to  show  signs  of  excitement,  and  then 
indulged  in  various  foolishly  extravagant  outlays,  and  planned 
others.  He  grew  restless  and  excited,  and  finally  was  sent  to 
Farnham  House,  where  he  showed  a  grandiose  state  of  mind,  with 
corresponding  delusions,  but  some  of  an  unpleasant  character. 
At  times  he  was  excited  and  dangerous.  His  heart  was  found  to 
be  tumbling  and  intermittent,  his  tongue  furred  and  breath  foul, 
and  his  urine  contained  both  albumen  and  sugar,  with  hyaline 
and  granular  casts.  He  was  treated  mostly  in  bed,  and  in  about 
six  weeks  rather  suddenly  began  to  improve,  and  was  discharged 
well  two  months  after  admission,  the  physical  signs  having  also 
disappeared,  except  the  albuminuria. 

This  is  a  case  of  fairly  pure  acute  mania  such  as  is  not 
nowadays  very  common,  and  the  suddenness  of  onset  and 
recovery  are  what  one  would  look  for  in  an  unstable 
brain,  though  happily  the  patient  has  continued  well  since 
his  discharge.  The  cause  is  peculiar,  in  that  it  appears  to 
have  been  re//e/ of  anxiety  ;  and,  moreover,  although  thus 
of  purely  psychic  origin,  the  physical  signs  were  such  as 
to  suggest  toxaemia,  except  that  the  temperature  was  not 
raised.  The  cardiac  state  may  have  been  due  to  the 
sudden  relaxation  of  the  arterioles  when  the  depression 
altered  abruptly  to  exaltation  ;  and  possibly  the  leual 
complication  may  have  been  caused  by  vasomotor  changes 
having  a  similar  origin. 

Tlie  to.ric  cases  included  one  of  general  paralysis  in  a 
syphilitic  subject,  and  several  due  to  alcohol  or  inorpbiii. 
One  of  the  alcoholics  suffered  from  the  delusional  form  of 
alcoholic  insanity  known  sometimes  as  alcoholic  paranoia: — 

Case  II.— Geutlcmau,  aged  sixty-four,  who  had  been  a  good 
<leal  about  the  world  in  the  exercise  of  his  profession,  and  is  said 
to  have  been  smart  and  capable.     He  always  indulged  freely  in 


By   Dr.  W.    R.    Dawson.  23 

alcohol,  proba])ly  more  so  since  his  retirement ;  and  about  six 
months  previous  to  admission  he  had  a  particularly  bad  drinking 
bout,  from  the  effects  of  which  he  never  fully  recovered.  After 
this  he  gradually  developed  delusions  of  suspicion,  imagining 
that  his  food  was  drugged ;  and  it  was  largely  the  difficulty  of 
getting  him  to  take  sufficient  nourishment  that  led  to  his  being 
sent  to  Farnham  House.  On  admission  he  was  found  to  be  some- 
what depressed,  with  delusions  about  his  food  being  poisoned 
and  his  tobacco  drugged,  and  vague  hallucinations  about  opium 
fumes  causing  a  queer  feeling  in  his  head.  His  memory  was  bad 
for  recent,  excellent  for  more  remote,  events ;  he  was  perfectly 
coherent,  answered  to  the  point  when  spoken  to,  and  talked 
freely  of  his  travels.  On  physical  examination  a  slight  whiff  was 
heard  after  the  aortic  second  sound,  the  blood  pressure  was  high, 
and  the  urine  contained  2.5  per  1 ,000  of  albumen,  and  also  casts. 
As  usual  in  delusional  cases  the  patient  did  better  at  first,  eating 
and  sleeping  well,  though  manifesting  many  delusions,  all  of  the 
same  type,  and  also  hallucinations  of  hearing.  His  renal  trouble 
became  worse,  however,  and  on  one  occasion  he  showed  signs  of 
urrcmic  coma  which  necessitated  a  Turkish  bath.  This  was  un- 
fortunate, as  he  regarded  it  as  a  form  of  torture,  and  all  his 
suspicions  were  aroused  against  the  staff.  However,  the  nephritis 
cleared  away,  and  he  became  much  better  physically,  though 
not  mentally ;  and,  of  course,  in  such  a  case  mental  recovery 
was  out  of  the  question. 

The  only  sign  of  anything  approaching  the  "  fabrica- 
tion "  so  characteristic  of  some  forms  of  alcoholic  insanity 
lay  in  detailed  delusional  complaints  of  ill-usage.  "With 
this  exception — which,  indeed,  can  hardly  be  considered 
an  exception  -there  was  nothing  in  the  case,  apart  from 
the  liistory,  which  could  be  called  pathognomonic  of 
alcoholic  insanity  in  a  man  of  his  age ;  for  the  reten- 
tion of  memory  for  remote  events,  while  that  for  recent 
events  is  lost,  is  equally  characteristic  of  senility.  And 
in  this  connection  it  is  worth  while  to  lay  emphasis  on  the 
fact  that  it  is  often  impossible  to  tell  from  the  nature  of 
the  symptoms  alone  that  alcohol  has  been  the  cause  of  a 
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mental  illness,  once  the  immediate  effects  of  alcoholic 
indulgence  have  passed  olf.  Instances  of  alcoholic  chronic 
mania,  alcoholic  dementia,  and  another  case  of  alcoholic 
paranoia,  treated  at  Faruham  House  within  recent  years, 
could  be  quoted  in  proof  of  this  contention,  which  is 
further  supported  by  the  fact  that  c^ses  of  alcoholic 
nervous  disease  are  often  singularly  free  from  serious 
alcoholic  affection  of  other  organs  of  the  body. 

A  case  of  mild  temporary  mental  weakness  due  to 
alcohol,  also  admitted  during  the  year,  afforded  an 
instance  of  an  often-felt  diflficulty  in  finding-  a  suitable 
term  to  describe  a  condition  which  would  be  called 
dementia  if  it  were  permanent.  When  investigating  the 
prisons,  workhouses,  and  such  places  for  the  Royal  Com- 
mission on  the  Feeblte-minded,a  I  repeatedly  came  across 
cases  in  which  a  prolonged  and  frequently  repeated 
debauch  had  left  a  degree  of  mental  hebetude  indis- 
tinguishable from  that  of  permanent  mental  weakness, 
and  sometimes  symptoms  highly  suggestive  of  general 
paralysis,  but  which  cleared  up  completely  in  a  week  or 
so ;  yet  there  is  no  term  generally  agreed  on  to  describe 
such  a  state. 

Diabetic  Insanity. — A  case  of  this  rare  form  of  mental 
disease,  which  was  published  some  years  ago,''  recently 
had  a  recurrence  of  the  mental  trouble,  but  was  once 
more  discharged  recovered  during  the  year  under  review. 
Her  previous  admission  was  in  1900,  when  she  was  suffer- 
ing from  symptoms  practically  identical  with  those  of  her 
recent  attack,  and  recovered  in  two  months,  her  recovery 
being  due,  so  far  as  appeared,  to  the  fact  that  she  was 
discovered  to  be  suffering  from  glycosuria,  and  was  treated 
dietetically  until  the  sugar  disa])peared.  This  supposi- 
tion is  supported  by  the  fact  that  whereas  during  the  pre- 

'  Report  of  Royal  Commission.    Vol.  VI.,  p.  413. 

•"' Glycosuria  and  Insanity,"  Med.  l're»ii  and  Circ.  Jan.  1,  1902. 
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vious  eighteen  years  she  had  suft'ered  frotii  ])iennial 
attacks  of  depression  of  gradually  increasing  severity,  she 
had  since  heen  on  the  whole  very  much  hetter  mentally 
up  to  shortly  before  the  present  attack,  a  state  of  affairs 
attributed  to  the  fact  that  she  dieted  herself.  The 
history  of  the  recent  illness  is  as  follows:  — 

Case  III. — Married  woman,  aged  forty-nine,  admitted  with  tlie 
liistory  that  she  had  been  rather  out  of  health  for  some  months, 
but  not  mentally  ill  until  about  a  month  previously,  when  she 
rather  suddenly  Ijccamc  depressed  after  suffering  for  a  short 
time  from  insomnia,  and  also,  it  was  thought,  over-exerting 
herself.  The  depression  was  of  a  weak  querulous  character,  with 
fretful  irritability,  and  there  was  a  good  deal  of  restlessness  and 
insomnia.  She  was  sent  to  Farnham  House  by  her  own  request, 
and  on  admission  showed  all  the  ordinary  symptoms  of  a  mild 
melancholia — depression,  loss  of  conscious  affection  for  relatives,, 
loss  of  power  of  concentration,  difficulty  in  decision,  impairment 
of  memory,  reduction  in  acuteness  of  the  special  senses  and  of 
touch,  and  slight  exaggeration  of  the  knee  reflexes.  There  was. 
also  much  restlessness  and  fretfulness.  The  urine  contained  a 
considerable  amount  of  sugar.  She  was  dieted,  and  on  the  theory 
suggested  by  the  writer  some  time  ago,*  that  the  mental  symptoms 
in  such  cases  are  due  to  the  taking  up  of  the  ha?mic  oxygen  by 
the  sugar  circulating  in  the  blood,  she  was  given  oxygen  to  inhale. 
She  said  that  she  felt  somewhat  better  after  it ;  but  the  results 
were  not  sufficiently  marked  to  induce  continuance  of  the  trial. 
Aspirin  was  also  tried,  but  on  the  first  occasion  without  result ; 
in  fact  for  some  months  there  was  no  permanent  improvement 
either  in  her  mental  state  or  in  the  quantity  of  sugar  excreted, 
the  largest  amount  recorded  bemg  54.3  gr.  in  twenty-four  hours. 
About  six  months  after  admission  the  sugar  markedly  diminished, 
with  coincident  improvement  in  the  mental  state  ;  a  fortnight  later 
it  had  disappeared  completely  ;  and  after  another  nine  days  the 
patient  was  discharged  recovered,  having  been  under  treatment 
for  nearly  seven  months.  Whether  the  recovery  was  due  to  her 
having  been  placed  on  a  mbcture  containing  sodium  acetyl-sali- 

'  "  Note  on  the  Pathogenesis  of  Diabetic  Insanity,"  Journ.  of  MeiU.  Sei. 
Vol.  XLVIII.,  p,  735. 
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cvlate  it  is  difficult  to  decide  positively,  and  aspirin  had  produced 
no  effect  when  previously  tried. 

Thus,   this  later  attack  has   in  no  way  weakened   the 
original  theory  of  the  origin  of  this  mental  ailment. 

Forms  of  Mental  Disease. — Amongst  the  admissions 
melancholia  was,  as  usual,  the  prevailing  form  of  dis- 
order, accounting  for  nearly  30  per  cent. ;  but  there  was 
also  an  unusually  high  percentage  of  cases  of  mania, 
which,  in  the  acute  form,  is,  according  to  the  prevailing 
opinion,  not  ?o  common  a  variety  of  insanity  as  it  used  to 
be.  That  melancholia  should  predominate  is  not  sur- 
prising, when  one  recollects  that  of  all'  forms  of  insanity 
it  represents  the  smallest  deviation  from  the  normal,  and 
in  its  lighter  forms  involves  little,  if  any,  affection  of  the 
intellect.  The  remaining  admissions  were  made  up  of 
cases  of  dementia  (organic,  alcoholic,  or  senile),  with  one 
of  general  paralysis,  one  of  alcoholic  paranoia  already 
detailed,  and  two  sane  cases  of  drug  habit,  one  of  alcohol, 
and  one  of  niorpliiu,  which  will  be  referred  to  again. 

Of  the  discharges,  one  was  a  veiy  typical  case  of  the 
less  common  puerperal  melancholia.  The  attack  began 
about  three  days  after  confinement,  and  was  marked  by 
delusions  of  an  unpleasant  type,  such  as  that  demons 
were  masquerading  in  the  forms  of  the  patient's  husband 
and  sister,  and  that  she  was  to  be  poisoned,  and  so  on ; 
also  by  resistiveness  and  suspicion.  She  became  very 
emaciated,  despite  special  diet;  and  every  form  of  treat- 
ment that  could  be  thought  of,  including  thyroid,  failed  for 
a  long  time  to  produce  any  markeil  improvement.  Some  eight 
months  after  the  beginning  of  the  attack,  however,  she 
began  to  make  progress,  and  although  not  quite  recovered 
she  was  sent  home  on  probation  about  three  months  later, 
where,  as  is  not  uncommon  in  such  cases,  she  completed 
her  recovery  satisfactorily,  and  was  discharged  absolutely 
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just  a  year  from  the  beginning'  of  the  attack.  The 
length  of  the  illness  is  characteristic  of  this  form  of 
puerperal  insanity.  The  discharges  also  included  a  case 
Avhich  Kraepelin  would  probably  consider  one  of  the 
hebephrenic  form  of  "  dementia  prtecox,"  and  an  interesting 
and  very  clever  paranoiac  with  delusions  of  persecution, 
who,  though  incurable,  was  greatly  improved.  His  case 
was  an  exemplification  of  the  occasional  truth  of  an 
axiom  once  laid  down  to  me  by  a  shrewd  old  Scotch 
attendant — ''  It  takes  a  clever  man  to  go  mad." 

Physical  Disorders  and  Symptoms. — Only  about  15  per 
cent,  of  the  cases  admitted  could  be  considered  in  sound 
bodily  health,  the  rest  being  found  to  be  suffering  from 
cardiac  valvular  disease  or  weakness,  albuminuria, 
glycosuria,  hepatic  enlargement,  hemiplegia,  or  anaemia, 
while  one  was  in  very  low  general  health,  and  one  had 
suffered  from  fits. 

Amongst  the  patients  actually  under  treatment,  albu- 
minuria  was  found  in  twelve  cases,  four  of  which  were 
cases  of  actual  melancholia,  while  all  the  rest  except 
three  were  either  depressed  or  suffered  (at  times  or 
always)  from  delusions  "of  an  unpleasant  type.  One  of 
the  remaining  three  was  a  general  paralytic,  and  two  were 
dements  subject  to  occasional  attacks  of  angry  excite- 
ment. On  the  whole,  a  tendency  to  depression  pre- 
dominated in  these  cases. 

As  regards  glycosuria,  to  which  a  good  deal  of  atten- 
tion had  been  devoted  in  former  years,  the  conclusion 
was  louir  since  arrived  at  that  when  transitory  it 
possesses  little  significance  in  mental  disease,  being 
merely  one  expression  of  the  metabolic  disorder  which 
prevails.  It  may  be  mentioned,  however,  that  it  was 
found  in  eight  cases  during  the  year,  of  which  four  were 
melancholic  and  two  demented  (general'  i)aralytics),   the 
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others  beings  the  case  of  arute  mania  detailed  above,  and 
a  sane  alcoholic. 

Arterial  pressure  was  observed  on  admission  in  seven 
cases,  in  two  of  which  it  was  found  to  be  normal,  although 
one  of  these  was  melancholic,  thus  being  an  exception  to 
a  very  general  rule.  In  the  remaining  five  cases  it  was 
high,  but  they  included  two  alcoholics  suffering  from 
nephritis.  Both,  however,  were  more  or  less  unhappy  at 
times,  while  two  of  the  others  were  distinctly  depressed. 
The  remaining  case  was  one  of  subacute  mania,  but  the 
patient  also  suffered  from  depression  at  times,  and  was 
rarely  contented  for  very  long.  On  the  whole,  it  can 
only  be  said  that  as  a  general  rule  depression  is  associated 
with  high  blood-pressure,  exaltation  less  regularly  with 
low.  In  all  these  cases  the  method  of  recording  blood- 
pressure  was  to  take  the  point  of  maximum  pulsation 
shown  by  Hill  and  Barnard's  sphygmometer.  It  is 
believed,  however,  that  the  method  of  taking  the  maxi- 
mum arterial  pressure  is  a  better  one,  and  the  writer 
intends  to  adopt  it  in  future. 

As  regards  the  general  health  oi  the  institution  during 
the  year  only  a  few  remarks  will  be  made  on  a  case  which 
unfortunately  died  after  an  operation,  as  the  manner  of 
the  patient's  death  presented  some  points  of  possible 
value. 

Case  IV.— The  case  was  that  of  a  gentleman  suffering  from 
jolie  circulaire,  who  was  admitted  in  1901  as  a  transfer  from 
the  Royal  Edinburgh  Asylum,  to  which  he  had  been  sent  in  1899, 
being  at  that  time  in  the  maniacal  stage,  and  inclined  to  be  violent 
and  dangerous.  While  there  he  was  at  first  exceedingly  trouble- 
some and  hard  to  manage,  but  after  a  year  or  two  the  attack  was 
brought  to  an  end  by  heroic  doses  of  bromide,  of  which  he  received 
200  grains  daily  over  a  period,  I  believe,  of  two  or  three  weeks, 
without  suffering  any  harm  whatever.  He  remained  well  for 
about  eighteen  months,  and  then  passed  into  the  stage  of  de- 
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pression,  which  lasted  up  to  the  winter  of  1907  :  but  Iw  liad  then 
improved  so  much  that  lie  was  allowed  to  spend  Christmas  with 
his  family,  and  he  was  even  better  after  his  return.  For 
some  considerable  time  an  enlargement  of  liis  prostate  had 
been  givini;  him  trouble,  and  as  it  was  certain  that  the  sta-^e  of 
excitement  would  not  be  long  delayed,  the  decision  was  arrived 
at,  taking  advantage  of  the  period  of  mental  health,  to  have  the 
gland  removed,  on  the  advice  of  one  of  the  foiemost  surgeons  in 
Dublin,  and  with  the  express  approval  of  a  medical  member  of  the 
patient's  family.  An  additional  reason  for  this  step  was  the  fact 
that  sexual  excitement  had  played  a  large  part  in  previous  man- 
iacal attacks,  and  it  was  hoped  that  removal  of  the  prostate  would 
to  some  extent  obviate  this.  The  operation  was  performed  success- 
fully by  the  above-mentioned  surgeon  at  a  nursing  home  in 
Dublin,  and  all  went  well  for  about  a  fortnight,  when  the  patient 
began  to  get  noisy,  elated,  and  somewhat  troublesome,  and  would 
not  be  kept  longer  at  the  home.  On  his  return  to  Farnham  House 
he  became  rapidly  worse,  and  it  was  soon  necessary  to  send  away 
his  two  nurses.  He  grew  exceedingly  restless  and  troublesome 
talked  incessantly,  and  it  was  found  quite  impossible  to  keep  hini 
quiet.  However,  his  bodily  health  improved  for  some  days,  but 
he  then  had  a  slight  rigor,  and  his  temperature  went  up.  This 
It  may  be  said  at  once,  was  due  to  a  testicular  abscess,  which 
subsequently  opened.  He  had  been  taking  a  little  bromide  before 
leavmg  the  home,  and  after  the  rise  of  temperature  a  mixture 
contaming  20  gr.  doses  had  been  ordered  thrice  daily  ;  but  about 
a  week  later,  in  view  of  his  increasing  unmanageableness,  it  was 
decided  to  try  the  method  which  had  proved  so  successful  at 
Mormngside,  and  a  drachm  of  bromide  was  ordered  thrice  daily 
and  kept  up  for  about  a  week.  Meanwhile  the  temperature 
remained  above  normal,  and  as  he  looked  ill  the  bromide  was 
then  stopped  altogether.  Unfortunately,  symptoms  of  pva^mia  de- 
veloped, and  notwithstanding  the  use  of  saline  transfusions 
antistaphylococcus  serum,  and  everv  other  mode  of  treatment 
that  could  be  thought  of,  he  sank  and  died  about  a  week  later. 

It  is  obvious  that  the  restlessness  must  have  broken 
down  granulation  tissue  and  opened  a  way  for  the 
entrance   of   infection;    but   perhaps   this  does   not  fully 
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explain  the  supervention  of  pyaemia  so  long  after  the 
operation,  and  it  may  be  that,  as  was  suggested,  bromide 
has  the  power  of  lowering  the  resistance  of  the  tissues  to 
pathogenic  organisms.  Nothing,  however,  is  really 
known  on  the  subject ;  but  in  view  of  possibilities  one 
should  hesitate  to  order  bromides  in  any  considerable 
doses  in  cases  of  operation  or  infective  disease. 

Treatment. — Hydropathic  treatment  in  the  form  of  the 
icet-pacl-  was  used  with  three  excited  patients,  but  did  not 
prove  of  as  much  advantage  as  on  some  previous  occa- 
sions, though  it  sometimes  induced  sleep.  It  would  seem 
to  be  more  useful  in  the  excitement  of  early  acute  mania 
than  in  attacks  of  excitement  occurring  in  the  course  of 
more  chronic  cases. 

Of  thyroid  treatment  some  additional  experience  was 
acquired,  as  it  was  employed  in  seven  cases  during  the 
year.  As  applied  to  mental  disease,  it  consists  in  the 
administration  of  large  doses  (45,  60,  or  75  gr.  in  the 
day)  of  the  dried  gland,  over  a  period  of  ten  days  to  a 
fortnight,  the  patient  being  kept  in  bed  and  treated  as  if 
suffering  from  a  mild  fever.  One  of  the  cases  was  dis- 
charged recovered  in  less  than  a  month,  and  in  two  other 
cases,  which  were  more  chronic,  improvement  at  once  set 
in,  and,  though  slow,  proved  persistent.  Though  traces 
of  depression  are  still  present,  both  are  now  able  to  live 
in  the  outside  world,  and  one  is  working  as  a  hospital 
nurse.  A  fourth  case  recovered  completely  in  about  six 
months,  but  it  is  doubtful  if  any  share  of  the  credit  for 
this  cure  can  be  given  to  the  drug.  All  these  were 
melancholies.  Of  the  remaining  three,  one  benefited 
slightly  for  a  time  only,  and  the  remaining  two  were  if 
anything  not  so  well — indeed,  in  one,  an  elderly  melan- 
cholic, the  drug  had  to  be  stopped  owing  to  its  weakening 
effect  on  the  heart;    while  the  other  gave  a  good  deal  of 
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anxiety  from  the  same  cause,  saline  rectal  injections 
having  to  he  used  on  several  occasions.  While,  therefore, 
there  is  no  doubt  that  the  treatment  is  sometimes  highly 
beneficial,  it  should  be  used  very  cautiously,  and  not  at 
all  in  the  case  of  old  persons  or  those  with  weak  hearts. 
The  Avriter  has  even  known  a  patient  to  die  of  cardiac 
failure  a  few  days  after  the  cessation  of  a  not  severe 
course,  though  here  there  were  contributing  circum- 
stances. 

Atropi}i  treatment  was  used  in  two  cases  of  alcoholism 
and  one  of  morphinism.  In  the  latter  it  proved  a  com- 
plete failure,  but  one  of  the  alcoholics  remained  a  total 
abstainer  up  to  the  time  of  his  death,  which  unfortunately 
occurred  from  an  accident  a  few  months  after  he  had  left  the 
institution.  The  other  was  still  at  Farnham  House  at  the 
end  of  the  year. 

Su'prarenal  gland  was  found  very  useful  in  a  case  of 
subacute  mania  with  a  good  deal  of  excitement  and  vio- 
lence. This  drug,  which  was  introduced  into  lunacy 
practice  b}^  Dr.  Easterbrook  and  the  writer  »■  indepen- 
dently, is  given  with  a  view  to  raising  the  blood-pressure 
in  the  hope  of  indirectly  affecting  the  mental  state,  blood- 
pressure  being  found  to  be  low  in  excited  conditions.  In 
this  case  the  blood-jjressure  was  often  low,  and  the  drug 
undoubtedly  kept  the  excitement  in  check  when  given  in 
doses  of  ten  to  twenty  grains  of  the  dried  gland  thrice 
daily.  On  two  or  three  occasions  when  it  was  stopped  the 
patient  became  definitely  worse  at  once,  improving  again 
when  it  was  repeated.  Unfortunately,  this  good  effect  did 
not  pass  into  permanent  improvement ;  and  in  some  other 
cases  the  drug  was  not  so  successful. 

The   newer    so-called    "  nerve-tonics "    have    also    been 
tried,  and  it  may  be  said  that  the  writer  has  been  on  the 
"Joum.  of  M  cut.  Sci.,  XLVII.,  p.  708,  1901. 
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■whole  disappointed  with  the  eiiect  ])roduced  hy  the 
glycerophosphates.  The  mixed  formates,  however,  seem 
undoubtedly  valuable,  and  it  is  believed  that  they  aiv 
the  best  of  the  more  recent  introductions.  Lecithin  was 
found  useful  in  the  case  of  an  elderly  melancholic,  but  it 
seems  to  require  a  somewhat  prolonged  administration. 

The  use  of  oxygen  in  diabetic  insanity  has  already  been 
referred  to.     Naturally  it  could  at  best  be  only  palliative. 


Dr.  W.  G.  Smith  said  that,  to  the  ordinary  practitioner,  the 
subject  of  aetiology,  on  which  Dr.  Dawson  had  dwelt  at  the  com- 
mencement of  his  paper,  was,  perhaps,  the  most  important 
chapter  in  neurological  work.  If  their  minds  were  clear  as  to 
the  circumstances  that  predisposed  to  insanity,  the  practitioner 
might  sometimes  be  in  a  better  position  to  forewarn  patients, 
and  be  forearmed  himself  as  to  what  to  do.  The  discussion  in 
that  section  last  year  had  showed  that  the  influence  of  alcoholism 
per  se  in  the  production  of  insanity  had  been  overrated.  He 
was  anxious  to  know  if  there  were  any  definite  mental  variations 
correlated  in  any  way  with  the  different  forms  of  alcohol.  It  was 
said  that  the  police  of  France  found  absinthe  drunkards  to  be 
homicidal,  and  had  to  separate  them  from  the  others,  and  it 
was  possible  that  the  essential  oils  in  absinthe  were  important 
in  producing  pathological  results.  He  would  also  like  to  know 
if  there  was  any  particular  type  of  mind,  or  mental  development, 
that  was  specially  predisposed  to  alcoholic  disturbance. 

Dr.  Kirkpatrick  thought  that  in  two  of  the  three  groups  of 
■causation — diathesis  and  mental  stress  and  strain — it  was 
difficult  to  appreciate  Dr.  Dawson's  exact  meaning.  He  had 
some  difficulty  in  understanding  what  he  meant  by  regarding 
<liathesis  apart  from  heredity  in  some  of  his  figures.  Did  he 
recognise  a  type  of  individual  who  was  likely  to  go  mad  apart  from 
any  hereditary  taint '!  He  thought  there  was  a  difficulty  in 
accepting  mental  stress  and  strain  as  a  general  cause  of  insanity, 
although  it  might  be  a  predisposing  cause  in  conjunction  uirli 
some  weakness — hereditary  or  acquired.  It  had  been  proved 
that  eye-strain,  either  from  want  of  muscle  balance  or  errors 
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of  refraction,  was  capable  of  producing  very  serious  nervoua 
troubles,  and  many  long-atanding  nervous  diseases  had  been  cured 
by  correction  of  such  errors,  which  might  be  a  cause  of  trouble 
in  the  brain,  and,  under  subsequent  strain,  might  produce  insanity. 
Dr.  Dawson,  in  reply,  said  that  the  correlation  of  different 
forms  of  alcoholic  stimulants  with  mental  affection  did  not 
appear,  as  far  as  he  was  aware,  to  have  been  studied  apart  from 
the  case  of  absinthe.  He  was  strongly  of  opinion  that  anyone  who 
had  a  neurotic  heredity,  or  who  had  acquired  it,  should  abstain 
absolutely  from  alcohol,  as  all  such  were  liable  to  go  to  excess. 
Melancholic  and  demented  patients  were  liable  to  suffer  more 
from  glycosuria  than  others.  There  were  very  few  cases  of 
insanity  in  which  there  were  not  contributory  and  exciting 
causes,  and  his  classification  was  intended  to  embrace  only 
what  he  considered  the  predominating  cause  of  the  particular 
attack.  Diathesis  was  probably  always  hereditary,  but  it  was 
not  possible  in  all  cases  to  trace  the  heredity.  A  widespread 
peculiarity,  too  trivial  to  excite  any  great  remark,  might  produce 
a  greater  effect  in  the  offspring  than  the  occurrence  in  a  family 
of  a  few  sporadic  attacks  of  insanity.  He  therefore  in  this 
sense  held  diathesis  to  be  a  different  thing  from  heredity.  He 
had  not  had  experience  of  cases  due  to  eye-strain. 


T. 


NOTE  ON  A  CASE  OE  ACUTE  ANTERIOR  POLIO- 
MYELITIS  OE   THE   CONIJS   MEDULLARIS. 

By  JOSEPH  O'CARROLL,  M.D.,  F.E.C.P.I.  ; 
Physician  to  the  Richmond,  Whitworth  and  Htirdwicke  Hospitals. 

[Read  in  the  Section  of  Medicine,  January,  15,  1909.] 

G.  M'T.,  a  country  girl,  aged  eighteen,  unmarried,  was  admitted 
to  the  Richmond  Hospital  on  the  23rd  August,  1908,  complaining 
of  "  a  growth  on  the  bowel  "  and  of  nocturnal  incontinence  of 
urine.  On  examination  it  was  seen  that  the  "  growth  on  the 
bowel "  was  a  huge  prolapse  of  the  rectum.  Examined  by  Dr. 
Wilson  under  an  anaesthetic,  in  my  presence,  it  was  found  that  not 
merely  the  rectum,  but  the  uterus,  readily  prolapsed  through  a 
large  flaccid,  toneless  anal  sphincter.  We  came  to  the  conclusion 
there  and  then  that  the  primary  condition  was  probably  a  para- 
lytic one,  and  she  was  transferred  to  my  care  on  the  medical  side. 

She  was  not  very  precise  as  to  dates,  but  the  history  she  gave 
us  may  be  summarised  as  follows  : — She  had  enjoyed  perfect 
health  till  about  three  months  before  admission.  She  had  fallen 
ill  somewhat  acutely,  with  vomiting,  weakness,  and  some  ill- 
defined  pain  in  the  lower  part  of  the  trunk.  After  a  day  or  two 
she  began  to  wet  her  bed  and  to  have  incontinence  of  fseces,  and 
some  three  weeks  later  the  "  growth  "  appeared — that  is,  the 
prolapse  of  the  rectum  began.  It  was  easily  replaced,  but  as 
easily  recurred  when  she  coughed  or  when  the  bowels  were 
moved.  There  had  been  no  loss  of  power  in  arms  or  legs.  The 
menses,  which  had  previously  been  regular,  had  not  occurred  since 
the  onset  of  the  illness. 

Her  parents,  two  brothers,  and  nine  sisters  were  all  healthy, 
and  none  had  died. 

On  examination  she  is  seen  to  be  a  robust,  healthy-looking  and 
fairly  intelligent  girl.  There  is  no  sign  of  brain,  heart,  lung,  or 
kidney  disease,  and  the  alimentary  functions  appear  to  be  in 
excellent  order.  Temperature  and  pulse  normal.  There  is  no 
spinal  tenderness  or  sign  of  spinal  disease.      The  sphincter  ani 
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■can  be  dilated  to  admit  three,  four,  or  five  fingers  with  ease  and 
without  pain.  The  orifice  of  the  urethra  gapes  a  little.  Sensation 
about  the  anus,  the  perinaeura,  the  vulva,  the  orifice  and  tube  of 
the  urethra  is  perfectly  normal.  Sensation  elsewhere  is  normal. 
The  deep  and  superficial  reflexes  are  normal  everywhere,  except 
about  the  perinaeum.  The  anal  reflex  is  quite  absent,  and  there 
is  no  voluntary  power  of  tightening  either  the  anus  or  vulva. 
Urine  and  faeces  are  passed  involuntarily,  though  she  is  quite 
aware  when  each  accident  is  occurring. 

After  two  or  three  weeks  rest  in  bed  the  bowel  began  to  descend 
less  frequently,  and  under  treatment  by  the  faradic  current, 
carried  out  by  Dr.  Purser,  the  sphincter  gradually  recovered  so 
much  power  that  she  practically  lost  the  incontinence  of  faeces, 
although  it  was  still  quite  easy  to  insert  one  or  two  fingers  into  the 
rectum.  As  to  the  bladder,  with  which  the  same  treatment  was 
tried,  it  has  not  improved,  though  we  observed  that  during  the  day- 
time the  incontinence  of  urine  was  masked  by  her  rapid  sensory 
recognition  of  the  coming  through  of  urine  and  prompt  voidance 
of  it  in  the  adjacent  water-closet.  She  explained  this  to  us  in- 
telligently, and  said  that  if  she  were  prevented  from  going  to  the 
closet  at  once  her  clothes  would  get  wet.  She  has  gone  home 
with  practical  recovery  of  the  sphincter  ani,  and  little  or  no 
improvement  in  the  sphincter  vesicae  ;  the  nocturnal  incontinence 
of  urine  still  continues. 

I  do  not  know  of  any  diagnosis  to  fit  this  case  except  an 
acute  anterior  poliomyelitis  of  the  lowest  segments  of  the 
cord,  from  which  arise  the  motor  nerves  supplying  the 
perinaeum,  probably  the  last  two  sacral  nerves.  In  favour 
of  this  diagnosis  we  have  an  acute  onset  with  malaise,  the 
establishment  of  the  maximum  paralysis  at  once  with  a 
partial  improvement  subsequently^,  and,  lastly,  complete 
absence  of  any  sensory  lesion. 

If  the  centre  for  the  reflex  functions  of  the  bladder  and 
rectum  be  in  the  lumbar  enlargement  the  lesion  in  this  case 
is  certainly  not  there;  for  the  expulsive  function  of  both 
these  viscera  has  all  along  been  quite  intact,  and  each 
cavity  has  held  its  contents  till  the  pressure  within  has 
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been  sufficient  to  overcome  the  inert  opposition  of  the 
sphincters.  Natnrally,  the  bladder  empties  itself  much 
more  frequently  than  the  rectum;  but,  contrary  to  what 
One  would  expect,  there  has  been  no  constant  dribbling- 
from  it :  it  empties  itself  every  hour  or  two.  I  think  if 
there  is  no  improvement  within  a  few  months  it  would  be 
worth  while  to  try  whether  a  paraffin  injection  around  the 
urethra  would  so  narrow  that  passag-e  as  to  increase  its 
holding-  j>ower,  and  make  sufficient  opposition  to  the 
detrusor  muscle  to  cause  her  to  awake  in  the  night  time 
and  pass  water  voluntarily,  or,  so  to  speak,  with  a  little 
effort. 


A    CASE    OF    INTRACRANIAL     TUMOUR    TREATED 
BY    DECOMPRESSION    OPERATION. 

By    henry   C.    DRURY,    M.D.,    F.R.C.P.I., 
Physician  to  Sir  Patrick  Dun's  Hospital ; 

AND 

C.  ARTHUR  BALL,  M.B.,  F.R.C.S., 
Surgeon  to  Sir  Patrick  Dun's  Hospital. 

[Read  in  the  Section  of  Medicine,  January  15,  1909.] 

We  not  infrequently  meet  with  cases  of  intracranial  tumour 
in  which  the  symptoms  are  not  sufficiently  definite  to  afford 
data  for  localising  the  lesion  for  the  purpose  of  surgical 
interference  ^\^th  any  hope  of  cure. 

The  condition  of  such  a  case  is  a  truly  sad  one  if  not  relieved 
in  any  way.  It  is  hopeless  and  helpless.  Locomotion  is 
soon  lost ;  sight  becomes  feebler  and  feebler  till  it  is 
destroyed ;  vomitmg  is  distressing  and  uncontrollable ; 
and  headache  is  unbearable.  These  symptoms  steadily 
increase  in  intensity  till  death  comes  as  a  relief. 

The  case  we  present  was  thought  of  sufficient  interest 
to  bring  under  the  notice  of  the  Academy  as  a  happy  contrast 
to  this  unhappy  condition  of  affairs,  where,  though  cure 
could  not  be  hoped  for,  the  relief  afforded  by  timely 
operation  was  marked,  life  being  prolonged  and  shorn  of 
its  horrors. 

Ellen  B.,  aged  thirty,  was  admitted  to  Sir  Patrick  Dun's 
Hospital  on  June  20,  1908  ;  she  died  Nov.  8,  1908.  Six  months 
before  she  began  to  suffer  from  headache,  vomiting,  and  giddi- 
ness. The  vomiting  occurred  every  day  at  first,  but  later  on 
that  was  less  frequent.     Staggering  caused  difficulty  in  walking, 
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but  the  greatest  difficulty  was  in  going  up.  and  particularly 
in  going  down,  stairs.  Of  late  her  sight  had  been  getting  bad. 
Her  only  previous  illness  was  measles  as  a  child  and  influenza 
sLx  months  ago.  On  examination  in  hospital  the  organs  of  the 
body  were  found  healthy.  Her  pupils  were  rather  dilated, 
the  right  larger  than  the  left ;  they  reacted  to  light  and 
accommodation ;  there  was  no  nystagmus.  The  knee-jerk& 
varied,  sometmics  being  just  present,  at  other  times  considerably 
exaggerated  ;  no  ankle  clonus  was  foimd  at  any  time,  and  no 
Babinski's  sign.  There  was  no  sensory  disturbance.  She 
swayed  about  when  standing,  and  staggered  greatly  when  walking, 
but  in  no  given  direction.  Frequently  she  complained  of  pain 
in  the  top  of  her  head  and  back  of  neck,  which  came  on  in  storms, 
and  were  generally  accompanied  by  vomiting.  The  pain  and 
vomiting  had  no  relation  whatever  to  food.  Soon  after 
admission  actual  internal  strabismus  was  noticed  in  right  eye, 
but  this  passed  off,  leaving  only  paresis  of  external  rectus,  to  be 
noted  only  when  she  turned  the  eyes  to  the  right.  Her  sight 
was  very  bad ;  she  could  only  see  fingers  at  a  meter.  On 
examining  the  eyes  there  was  seen  to  be  a  very  puffy  optic  papilla 
and  many  large  haemorrhages  about  the  retina,  The  urine  was 
free  from  albumen.  She  was  closely  observed  for  some  time 
to  see  if  any  localising  symptom  would  appear,  but,  with  the 
exception  of  the  paresis  of  the  external  rectus  before  mentioned, 
there  was  none,  and  the  only  diagnosis  arrived  at  was  that, 
made  on  admission,  of  intracranial  tumour ;  the  question  of 
its  cerebellar  origin  was  discussed,  but  staggering  was  not  pro- 
nounced enough  to  make  a  positive  diagnosis. 

On  July  9  Sir  Henry  Swanzy  kindly  examined  the  case, 
and  sent  me  the  following  report : — "  In  each  eye  marked 
optic  neuritis  (congestion  papilla),  with  numerous  large  retinal 
hiemorrhages.  Slight  paresis  of  right  external  rectus.  No 
hemianopsia  ;   no  localising  symptoms." 

She  was  of  a  remarkably  cheerful  disposition,  and  made  little 
of  her  trouble.  When  the  pain  was  over  .she  would  smile  and 
talk  lightly  of  it,  though  recognising  that  she  was  getting  no  better 
but  rather  worse.  And  so  she  was,  the  storms  of  pain  becoming 
more  frequent — the  inability  to  walk  or  stand  becoming  more 
marked — till  she  gave  up  the  wish  or  attempt  to  get  out  of  bed. 
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Her  sight  too  was  becoming  much  worse,  and  about  .July  10 
she  was  becoming  very  heavy  and  stupid  as  if  coma  was  im- 
pending. 

I  then  asked  Dr.  Arthur  Ball  to  see  her  and  to  do  an 
operation  for  the  relief  of  intracranial  pressure  in  order  to 
save  her  somewhat  from  the  headache,  and  preserve  for  a 
time  at  least  what  sight  was  left  to  her. 

He  operated  on  July  1.3.  I  will  ask  him  to  relate  the 
features  of  the  case  from  this  on.  I  will  only  say  that  I  saw 
her  frequently  during  the  following  four  months,  and  was 
greatly  impressed  with  the  merciful  effects  of  the  operation. 
She  regained  her  old  cheerful,  light-hearted  manner,  enjoyed 
life  as  much  as  an  hospital  patient  can,  not  only  retained 
what  sight  she  had,  but  regained  considerably  more,  so  that 
she  did  not  complain  of  it  at  all,  and  could  recognise  anyone 
going  about  the  ward.  Throughout  the  long  period  of  four 
months  her  brain  was  frequently  tapped,  and  latterly  she 
had  a  drainage  tube  in  it,  but  during  all  that  time  there 
was  no  febrile  disturbance  nor  appearance  of  sepsis  about 
the  wound — a  wonderful  tribute,  I  think,  to  the  care  of  the 
surgeon,  the  residents,  and  the  nurses. 

On  Nov.  7  she  became  suddenly  ill — ^began  to  get 
comatose,  her  temperature,  normal  in  the  morning,  in  the 
evening  ran  up  to  102.5°,  and  on  the  next  morning  105°, 
and  she  died  in  coma  without  pain  or  trouble  that  day. 

Dr.  O'Sullivan  has  prepared  the  brain,  and  it  will  be 
allowed,  I  think,  that  no  operation  other  than  that  under- 
taken could  have  been  done,  and  that  what  was  done  was 
not  only  justifiable  but  successful  in  its  details  and  in  the 
effects  achieved. 

The  interesting  speculation  vnW  arise  now  as  to  the  nature 
of  the  brain  condition  to  be  seen.  How  it  arose  and  how  it 
produced  such  general  pressure  sjTiiptoms— doubtless  the 
general  ventricular  system  was  greatly  distended  throughout. 
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and  the  relief  of  this  was  the  whole  effect  of  the  operation ; 
but  how  did  it  arise,  and  how,  with  such  a  definite  lesion 
about  the  cerebellum  and  pontive  region,  did  we  fail  to  get 
any  more  definite  locahsing  s}Tnptoms? 

Dr.  Arthur  Ball's  Report. 

Dr.  Drury  kindly  asked  me  to  see  this  patient  with  him. 
She  was  obviously  getting  rapidly  worse,  with  frequent 
vomiting  and  incessant  headache ;  she  was  now  unable  to 
stand,  and  two  short  attacks  of  unconsciousness  were  observed. 
We  decided  to  operate,  not  with  the  idea  of  finding  a  tumour 
but  simply  to  relieve  the  intracranial  pressure — that  is,  to 
do  a  decompression  operation  as  suggested  by  Gushing,  of 
Baltimore,  in  the  hope  of  relieving  the  pressure  symptoms, 
and  that  possibly  later  some  localising  signs  might  develop 
and  give  an  opportunity  for  more  radical  treatment.  In 
any  case  an  operation  for  removal  of  a  brain  tumour  is  not 
only  difl&cult  but  dangerous  when  there  is  great  intracranial 
pressure,  so  that  probably  it  is  better  in  all  such  cases  to  do  a 
decompression  operation  first.  As  this  method  of  relieving 
pressure  does  so  by  allowing  the  brain  to  be  forced  out  through 
the  skull  opening,  it  is  advisable  to  remove  the  skull  over 
a  "  silent  "  area  of  the  brain.  The  most  unimportant  and, 
at  the  same  time,  easily  accessible  part  of  the  cortex  is  that 
situated  under  the  right  temporal  muscle. 

Operation. — The  steps  of  the  operation  were  briefly  as  follow  : — 
The  fibres  of  the  right  temporal  muscle  were  split  and  retracted, 
and  the  temporal  bone  removed  over  a  large  area  corresponding 
to  the  attachment  of  the  temporal  muscle.  The  dura,  when 
first  exposed,  was  tense  and  non-pulsating  ;  as  the  bone  opening 
was  enlarged  pulsation  returned,  but  there  appeared  to  be  still 
very  great  intracranial  pressure.  The  patient  was  then  put 
into  an  almost  sitting  position,  but  this  seemed  hardly  to  relieve 
the  pressure  at  all.  The  dura  was  then  opened  by  a  large  crucial 
incision,    and    immediately    the    cortex    protruded,    its    surface 
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became  hajmorrhagic,  and  it  looked  ready  to  burst.  The  .split 
fibres  of  the  temporal  muscle  were  then  sutured  as  much  as 
was  possible  with  a  view  of  preventing  too  unsightly  a  pro- 
trusion.    The  wound  was  then  closed  without  drainage. 

After  History. — Next  day  the  vomiting  was  relieved,  but  some 
headache  remained  ;  the  paralysis  or  paresis  of  the  right  external 
rectus  had  disappeared.  After  about  a  week,  as  there  was 
considerable  swelling  at  the  seat  of  operation,  and  fluctuation 
was  detected,  a  needle  was  passed  through  the  skin  ;  this  drew 
off  some  blood-stained  fluid  and  relieved  the  headache.  The 
patient  continued  to  improve  ;  about  once  a  week  the  headache 
and  vomiting  returned,  but  tapping  all  symptoms  would  relieve. 
She  Avas  tapped  once  a  week  until  August  7,  after  which  date 
a  decided  improvement  took  place  ;  the  patient  was  up  and 
able  to  walk  a  bit  with  assistance,  and  felt  very  well.  She 
continued  to  improve  until  the  beginning  of  September,  when 
the  tapping  again  became  necessary,  and  had  to  be  done  every 
two  or  three  days.  Towards  the  end  of  September  tapping 
was  necessary  every  day,  and  about  four  ounces  of  clear  fluid 
would  come  away,  and  the  bulging  would  subside  quite  flat, 
so  that  the  cut  edge  of  the  skull  could  be  felt.  By  evening  the 
tense  swelling  would  again  appear  and  the  headache  leturn. 
So,  on  Sept.  2.3rd,  I  put  a  tube  permanently  into  the  brain ; 
this  I  had  postponed  doing  as  long  as  possible,  as  I  was  under 
the  impression  from  the  way  the  protrusion  of  the  brain  sub- 
sided that  the  fluid  came  from  the  lateral  ventricle,  and  I  thought 
that  permanent  drainage  of  this  would  soon  lead  to  fatal  infection. 
The  drainage  tube  frequently  became  blocked  with  brain 
substance,  and  was  changed  daily ;  somethncs  it  was  necessary 
to  pass  a  sinus  forceps  in  various  directions  before  fluid  was 
obtained.  The  total  amount  of  fluid  must  have  been  a  pint 
and  a  half  to  two  pints,  as  four  ounces  could  easily  be  obtained 
whenever  the  tube  became  blocked,  and  when  draining  freely 
the  dressing  became  soaked  in  a  short  time.  The  patient 
continued  to  keep  very  comfortable ;  as  long  as  the  tube  was 
<lraining  freely  she  could  read,  sew,  and  dress  herself,  and  all 
she  complained  of  was  a  slight  giddiness  when  up.  On  Satur- 
day, Nov.  7 — that  is,  about  six  weeks  after  permanent 
drainage   was   commenced — she   appeared   particularly   well  :    in 
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fact  the  ward  sister  asked  me  if  she  might  go  home  soon,  and 
said  the  patient  was  much  better  than  she  had  been  yet,  and  that 
the  previous  day  she  had  walked  unassisted  about  the  wards 
and  corridors  of  the  hospital.  About  four  o'clock  that  afternoon 
she  complained  of  feeling  weak ;  about  seven  o'clock  she  had 
a  fit,  starting  with  movements  of  the  head  from  side  to  side, 
then  both  arms  began  to  move  in  jerks,  and  then  the  whole  body. 
This  attack  lasted  one  minute.  Five  similar  attacks  followed, 
each  lasting  exactly  sixty  seconds,  the  last  taking  place  at 
10  p.m.  I  saw  her  just  afterwards ;  she  was  then  deeply  comatose. 
Temperature  105°,  with  rapid  pulse  and  stertorous  respirations. 
After  the  first  fit  the  tube  had  been  removed  and  a  sinus  forceps 
inserted  into  the  brain,  but  fluid  seemed  to  be  coming  quite 
freely.  When  I  saw  her  the  protrusion  was  pulsating  rapidly 
and  forcibly.  I  passed  a  sinus  forceps  in  several  directions, 
and  it  appeared  obvious  that  her  condition  was  not  due  to  any 
retention  of  fluid.  She  became  more  and  more  comatose,  and 
died  the  following  morning  at  11  o'clock. 

Professor  0 "Sullivan  has  kindly  furnished  the  following 
report  of  the  conditions  found  in  the  brain  :  — 

"  The  tumour  lay  on  the  left  side  of  the  pons  and  cerebellum, 
extending  from  the  middle  of  the  sylvian  aqueduct  along  the 
left  side  of  the  fourth  ventricle  and  into  the  cerebellum  to  wthin 
an  inch  of  its  posterior  margin.  It  consisted  of  two  parts,  the 
main  portion  being  cystic,  with  gelatinous  contents,  and  a  thin 
but  definite  wall  separating  it  from  the  ventricle  and  aqueduct, 
both  of  which  were  considerably  dilated.  The  other  part  was 
ii  spherical  solid  mass,  about  half  an  inch  in  diameter,  attached 
by  a  pedicle  to  the  cyst  wall,  and  lying  outside  the  brain  at  the 
junction  of  the  pons  and  cerebellum.  Microscopically  the  cyst 
wall  consisted  of  densely  felted  neuroglia  fibres.  No  epithelial 
lining  was  visible.  The  solid  tumour  was  formed  of  spindle 
cells,  forming  aborted  masses  in  many  places,  and  lying  in  a 
dense  hyaline  stroma." 


PROGNOSIS  IN  YALYTJLAR  DISEASE   OF  THE 
HEART. 

By  sir  JOHN  F.   U.   BROADBENT,  Bt.,  M.D.,  F.R.C.P.I.; 

Physician  to  Out  Patients,  St.  Mary's  Hospital ; 
Physician  to  the  Hampstead  General  Hospital. 

[Kead  in  the  Section  of  Medicine,  Februai-y  20,  1909.] 

The  subject  of  prognosis  in  heart  disease  is  one  of  the  first 
importance  to  both  physician  and  patient.  The  latter  will 
wish  to  know  not  merely  whether  he  is  in  danger  of  sudden 
death,  but  what  are  his  prospects  as  to  the  future,  and  how 
best  he  may  regulate  his  mode  of  life,  exercise,  diet,  &c.,  so 
as  to  give  himself  the  best  possible  chance. 

The  physician  is  required,  therefore,  not  merely  to  make  an 
accurate  diagnosis  of  the  nature  of  the  affection,  but  to  fore- 
cast what  effect  it  is  likely  to  have  in  shortening  the  patient's 
life  and  in  limiting  the  sphere  of  his  activity.  To  do  this  he 
must  have  a  clear  idea  as  to  the  relative  danger  attending  the 
various  valvular  lesions  and  also  some  method  of  estimating 
the  extent  of  the  lesion. 

In  1884  my  late  father  delivered  before  the  Harveian 
Society  the  Harveian  Lectures  on  "  Prognosis  in  Valvular 
Disease  of  the  Heart,''  in  which  he  laid  down  certain  rules 
for  guidance  in  prognosis,  based  on  the  stmctural  changes  in 
the  heart  and  vascular  system  which  take  place  as  a  result  of 
the  lesion,  pointing  out  how  an  approximate  estimation  of 
the  extent  of  the  lesion  could  be  arrived  at  from  the  degree 
of  structural  change  to  which  it  had  given  rise. 

I  had  the  privilege  of  working  under  him  and  %vith  him  for 
many  years,  and  of  watching  the  course  of  many  cases  of  heart 
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disease,  both  in  hospital  and  private  practice,  and  I  have  seen 
his  conclusions  fully  justified,  and  found  them  of  inestimable 
value  myself  in  attempting  to  forecast  the  future  in  cases  of 
valvular  disease. 

There  are,  of  course,  many  other  points  which  must  be 
taken  into  consideration,  such  as  the  age  and  family  history 
of  the  patient,  the  aetiology  of  the  lesion,  whether  due  to  acute 
endocarditis  or  chronic  degenerative  change,  the  character  of 
the  murmur,  and  the  degree  to  which  it  replaces  the  sound 
it  accompanies,  &c.  These  will  be  dealt  with  seriatim  in  the 
discussion  on  the  different  valvular  lesions. 

One  is  apt  to  overlook  the  fact  that,  on  the  establishment 
of  a  valvular  lesion,  nature  does  her  best  to  remedy  the 
defects  in  the  circulation  to  which  it  gives  rise  by  every  means 
in  her  power,  and  that  the  hypertrophy,  and  even  dilatation 
in  some  instances,  of  the  various  cavities  of  the  heart  which 
we  look  upon  as  pathological  are  really  beneficial,  and  the  only 
available  methods  of  satisfactorily  counteracting  the  dis- 
turbing effects  of  the  reflux  or  obstruction  to  which  the  lesion 
has  given  rise.  The  one  mistake  which  she  makes  is  in  the 
excessive  formation  of  fibrous  tissue  thrown  out  in  the 
attempt  at  repair,  which  later  on  may  contract  to  an  inordinate 
extent  and  lead  to  disastrous  results,  more  especially  in  the 
case  of  mitral  stenosis.  It  is  remarkable  also  how  the  vascular 
system  adapts  itself  to  meet  the  different  requirements  of  the 
circulation  in  valvular  lesions.  Thus,  in  mitral  or  aortic 
stenosis  we  find  the  vessels,  taking  the  radial  artery  as  our 
guide,  contracted  down  and  small  in  proportion  to  the  degree 
of  narrowing  of  the  valvular  orifice  ;  for  it  is  obvious  that  if 
the  vessels  remained  their  normal  size  the  attenuated  stream 
of  blood  flowing  into  them  could  not  maintain  the  pressure 
requisite  for  an  efficient  circulation. 

In  aortic  incompetence,  on  the  other  hand,  where  we  have 
a  powerful   hypertrophied  left  ventricle  throwing  into  the 
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arterial  system  with  great  force  an  abnormal  quantity  of  blood, 
we  find  the  arteries  large  and  relaxed  and  the  peripheral 
resistance  diminished  by  a  similar  relaxation  of  the  arterioles, 
so  that  the  great  vessels  are  in  a  better  position  to  stand  the 
increased  strain  on  their  walls,  and  the  work  of  the  heart  is 
proportionately  lessened. 

Reserve  Power  of  the  Heart. — ^In  the  healthy  heart  there  is 
an  enormous  reserve  power  which  enables  it  to  respond  to 
the  increased  demands  entailed  by  exertion  and  exercise 
without  any  ill  effect.  This  reserve  power  is  diminished  if 
one  of  the  valves  be  damaged,  even  though  compensation  has 
taken  place,  in  proportion  to  the  extent  of  the  valvular  lesion. 
If  the  heart  be  taxed  beyond  the  limit  of  its  reserve,  warning 
symptoms,  such  as  dyspnoea,  &c.,  will  set  in,  and  if  the 
exertion  be  persisted  in  in  spite  of  these  breakdown  of  com- 
pensation, and  serious  damage  to  the  heart  may  result. 

In  regard  to  the  relative  danger  of  the  different  valvular 
lesions  I  would  place  them  in  the  following  order  :  — 

1.  Aortic  incompetence  due  to  degenerative  changes  in  later 
life. 

2.  Aortic  incompetence,  the  result  of  aortic  endocarditis. 
In  both  varieties  sudden  death  on  any  undue  strain  is  to  be 
apprehended. 

3.  Mitral  Stenosis. 

4.  Aortic  Stenosis. 

5.  Mitral  Incompetence. — This  may  be  due  to  a  variety  of 
causes,  and  the  prognosis  will  vary  greatly  according  to  the 
aetiology  of  the  lesion.  In  placing  it  last  in  this  list  it  must 
be  understood  that  this  holds  good  only  when  it  is  the  result 
of  simple  rheumatic  endocarditis  unaccompanied  by  any 
marked  degree  of  myocarditis.  It  does  not  apply  to  those 
cases  met  with  in  children,  in  which  there  is  extreme  dilatation 
of  the  heart  consequent  on  severe  rheumatic  carditis,  and 
having  no  causal  relation  to  the  valvular  lesion,  which  is  of 
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relatively  minor  importance  in  comparison  with  the  damage 
inflicted  on  the  cardiac  muscle. 

Aortic  Incompetence. 

In  discussing  the  question  of  prognosis  in  aortic  incom- 
petence we  must  draw  a  sharp  line  between  that  which 
results  from  acute  endocarditis  in  the  young  and  that  which 
is  due  to  degenerative  changes  which  affect  the  root  of  the 
aorta  or  its  valves  in  later  life. 

In  the  former,  a  lesion  once  established  does  not  increase 
in  severity,  but  the  cicatricial  contraction  which  occurs  in  the 
process  of  repair  will  tend  rather  to  limit  than  to  increase  the 
incompetence. 

In  the  latter  the  incompetence  is  commonly  due  to  dilatation 
of  the  root  of  the  aorta,  to  which  the  valves  are  attached, 
from  weakening  of  its  wall  by  atheromatous  degeneration, 
and  this  is  likely  to  be  progressive. 

"We  will  now  consider  for  a  moment  the  consequences  of 
aortic  incompetence.  Immediately  after  the  closure  of  the 
semi-lunar  valves  the  elastic  recoil  of  the  aorta  drives  back 
into  the  ventricle  an  amount  of  blood,  which  ^vill  vary  in 
proportion  to  the  degree  of  incompetence  of  the  valves. 

The  ventricle  is  in  diastole,  and  blood  is  being  poured  into 
it  from  the  left  auricle  ;  in  addition  to  this,  blood  is  forced 
back  into  it  under  pressure  from  the  aorta.  In  its  relaxed 
condition  it  is  unable  to  resist  the  over-distension,  which  is  a 
consequence,  and  it  gives  way  under  the  strain  and  dilates. 

As  it  has  to  propel  a  greater  volume  of  blood,  and  resist,  as 
far  as  possible,  excessive  distension  by  the  regurgitant  stream, 
it  is  essential  that  its  walls  should  be  strengthened,  and  we 
find  that  under  favourable  circumstances  hypertrophy  of  the 
left  ventricle,  in  process  of  time,  takes  place. 

The  degree  of  h\'pertrophy  is,  as  a  rule,  proportionate  to 
the  degree  of  incompetence,   and  in  prognosis  is  of  great 
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importance  as  one  of  the  means  of  estimating  the  extent  of 
the  lesion.     Certain  qualifications  are,  however,  necessary. 
1.  In  the  first  place,  in  this,  as  in  all  cases  of  endocar- 
ditis due  to  rheumatism,   we  must  bear  in  mind 
that  it  is  not  the  valves  alone  which  suffer,  but  that 
the    heart    muscle    seldom    escapes    damage.      In 
proportion  to  the  degree  of  myocarditis  there  is  loss 
of  tonicity  of  the  heart  muscle  and  a  corresponding 
tendency  to  dilatation,  which  may  be  extreme  even 
in  the  absence  of  a  valvular  lesion,  as  we  see  in  some 
cases   of   pericarditis.      If,    therefore,    we   have   in 
addition  to   an  aortic   lesion   a  severe   degree    of 
myocarditis   the  initial  dilatation  may  be  out  of  all 
proportion  to  the  degree  of  incompetence,  as  will 
also  be  the  hypertrophy  that  ensues  if  a  patient 
recovers. 
2    If  the  patient  gets  up  too  soon  and  goes  about  before 
sufficient  time  has  elapsed  for  the  structural  changes 
necessary  for  compensation  to  take  place,  the  degree 
of  dilatation  and  hypertrophy  which  ensue  may  be 
out  of  proportion  to  the  lesion. 
3.  If  the  patient  has  passed  the  age  of  adolescence  when 
the  lesion  occurs,  it  is  improbable  that  the  requisite 
degree  of  hypertrophy  will  ensue,  as  regeneration 
of  muscular  tissue  does  not  occur  to  any  extent  in 
later  life. 
The  Pulse.^The  most  remarkable  feature  in  the  pulse  is 
the  collapsing  character,  to  which  attention  was  first  d^a^vn 
by  Corrigan,  due  to  the  loss  of  support  to  the  column  of  blood 
m  the  aorta  on  its  elastic  recoil,  and  consequent  sudden  fall 
of  pressure  entailed  by  the  leakage  through  the  incompetent 
valves.     This  is  more  marked  when  the  arm  is  held  in  the 
vertical  position.     It  is  proportionate  to  the  degree  of  incom- 
petence of  the  valves,  and  hence  constitutes  an  important 
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criterion  in  prognosis  as  one  of  the  indications  of  the  extent 
of  the  lesion. 

The  large  size  of  the  arteries  and  relaxed  condition  of  the 
arterioles  are  also  remarkable,  and,  as  has  already  been  pointed 
out,  this  is  a  protective  measure  against  overstrain  by  the 
increased  volume  and  greater  force  with  which  the  blood  is 
projected  by  the  hypertrophied  and  enlarged  heart  into  the 
arterial  system.  The  size  of  the  artery,  therefore,  is  of  im- 
portant prognostic  significance. 

The  Si/mptonis. — The  symptoms  are  mainly  those  of  deficient 
blood  supply  in  the  systemic  circulation  consequent  on  the 
ill-sustained  blood  pressure.  Pallor  of  countenance,  a  tendency 
to  faintness  on  suddenly  assuming  the  erect  from  the  re- 
cumbent position,  dyspnoea,  prgecordial  pain  and  oppression 
on  exertion,  and  it  may  be  anginoid  pains,  are  among  those 
most  frequently  met  -wdth.  The  readiness  with  which  they  set 
in  on  slight  exertion  and  the  degree  of  severity  must  be 
taken  into  account  in  prognosis.  When  compensation  is 
perfect,  as  may  be  the  case  in  moderate  lesions,  they  wiU  not 
be  much  in  evidence,  but  they  are  often  the  first  danger  signals 
in  cases  of  old  standing,  premonitory  of  failing  compensation. 

To  sum  up. — The  degree  of  hypertrophy  of  the  left  ventricle, 
the  degree  of  collapse  and  size  of  the  pulse,  and  the  readiness 
with  which  symptoms  are  induced  are  the  leading  points  in 
arriving  at  an  approximate  idea  of  the  extent  of  the  lesion, 
and  consequently  at  a  prognosis  in  aortic  incompetence. 
Other  points  to  be  taken  into  consideration  are  : — 

1 .  The  age  of  the  patient  at  the  time  the  lesion  is  established. 
This  is  of  the  utmost  importance.  If  it  occurs  in  youth  there 
is  every  chance  of  satisfactory  compensation  being  established, 
but  if  it  occurs  in  middle  or  later  life,  even  as  a  result  of  acute 
endocarditis,  there  is  little  chance  of  the  left  ventricle  re- 
sponding to  the  call  for  the  hypertrophy  which  is  essential. 
The  usual  sequela  in  these  cases  and  in  those  of  great  severity 
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in  the  young  is  extreme  dilatation  of  the  left  ventricle,  with 
secondary  mitral  incompetence  followed  by  complete  failure 
of  compensation  and  back  working  through  the  lungs.  The 
right  ventricle,  being  unequal  to  the  demand  upon  it,  breaks 
down,  and  enlargement  of  the  hver  and  dropsy,  &c.,  ensue. 

2.  The  Murmur. — ^This  may  be  loud  or  soft,  long  or  short. 
Sometimes  it  is  inaudible  at  the  aortic  cartilage,  but  heard 
distinctly  over  the  sternum  to  the  left  at  the  level  of  the 
third  or  fourth  left  costal  cartilages.  vSpeaking  generally,  a 
long,  loud  murmur  indicates  that  the  heart  is  acting  vigorously^ 
and  that  the  leakage  is  not  great,  and  is  therefore  of  favourable 
prognostic  significance.  A  weak,  short  murmur,  replacing  to 
a  great  extent  the  second  sound,  indicating  the  opposite  state 
of  things,  is  necessarily  of  unfavourable  augury. 

3.  The  Second  Sound. — In  moderate  degrees  of  incompetence 
this  is  not  replaced  to  any  extent  by  the  murmur.  Tt  is  not 
always  possible  to  be  certain  in  listening  over  the  aortic  area 
that  the  second  sound  we  hear  there  is  not  the  pulmonic  con- 
ducted across,  but  there  can  be  no  such  doubt  when  we  listen 
over  the  carotid  in  the  neck.  If  the  second  sound  is  audible 
here  we  can  be  sure  that  it  is  not  replaced  to  any  extent 
by  the  murmur,  and  it  is  therefore  a  favourable  element  in 
prognosis. 

The  Aortic  Incompetence  of  Later  Life. — This  is  usually  the 
result  of  chronic  degenerative  change,  affecting  not  only  the 
valves,  but  the  aorta.  Frequently  dilatation  of  the  root  of 
the  aorta,  to  w^hich  the  valves  are  attached,  is  the  primary 
lesion  and  the  main  cause  of  the  incompetence. 

The  character  of  the  aortic  second  sound  in  these  cases  is 
pathognomonic.  It  is,  as  a  rule,  low  pitched,  loud  and 
booming.  This  is  quite  distinct  from  simple  accentuation, 
and  is  indicative  of  dilatation  of  the  aorta.  The  diastolic 
murmur  does  not  replace  the  sound  to  any  extent,  and  may  be 
inaudible  at  the  aortic  cartilage,  but  heard  distinctly  along 
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the  left  border  of  the  sternum  at  the  level  of  the  third  or  fourth 
costal  cartilage. 

The  degree  of  incompetence  is  seldom  very  great,  but  is 
liable  to  be  progressive  from  the  nature  of  the  changes  in 
the  aorta  which  have  given  rise  to  it.  If  at  all  severe,  the  left 
ventricle  is.  as  a  rule,  unable  to  respond  to  the  extra  strain, 
and  soon  breaks  down  with  resulting  secondary  mitral  in- 
competence, back  working  through  the  lungs,  &c. 

The  incompetence  of  the  valves,  however,  may  be  the  least 
serious  of  the  dangers  which  threaten  the  patient.  In  three 
instances  I  have  seen  aneurysm  of  the  ascending  aorta  develop 
in  cases  which,  when  they  first  came  under  observation, 
presented  only  the  physical  signs  of  aortic  incompetence  and 
slight  dilatation  of  the  aorta.  Degenerative  changes  in  the 
heart  wall,  atheroma  of  the  coronary  arteries  with  resulting 
symptoms  of  angina,  sclerosis  of  the  renal  vessels  giving  rise 
to  urgemic  symptoms,  are  also  possible  sources  of  dangei 
which  we  must  bear  in  mind  when  we  attempt  to  forecast 
the  future  in  these  cases. 

Aortic  Stenosis. 

The  effect  of  aortic  stenosis  is  to  diminish  the  size  of 
the  blood  stream  flowing  from  the  heart  into  the  aorta, 
and  to  throw  extra  work  on  the  left  ventricle,  which  has 
to  use  greater  force  to  overcome  the  obstruction.  Conse- 
quently the  degree  of  h}'pertrophy  of  the  left  ventricle  will 
be  one  of  the  most  trustworthy  indications  of  the  degree  of 
obstruction.  As  the  calibre  of  the  arteries  is  reduced  in 
proportion  to  the  size  of  the  blood  stream  the  size  of  the  radial 
artery  will  be  a  further  important  clue  to  the  degree  of  stenosis. 

These,  being  the  two  main  guides  as  to  the  degree  of  severity 
of  the  lesion,  are  the  two  most  important  considerations  in 
prognosis. 

They  are  also  important  in  arriving  at  a  diagnosis,  as  there 
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are  many  varieties  of  systolic  murmur  heard  at  the  aortic 
cartilage  which  do  not  indicate  stenosis  of  the  aortic  orifice, 
and  in  later  life  a  rough  systolic  murmur  is  frequently  met 
with,  due  to  some  rigidity  or  degenerative  changes  in  the 
aortic  valves  which  do  not  cause  actual  stenosis.  Time  will 
not,  however,  permit  of  my  discussing  the  differential  diagnosis 
of  these  aortic  systolic  murmurs. 

Pure  aortic  stenosis  is  not  very  common,  and  it  is  difficult 
to  imagine  how  it  can  exist  without  some  incompetence,  but 
is  more  frequently  met  with  in  combination  with  aortic 
regurgitation,  when  the  modification  in  the  character  of  the 
pulse  which  it  entails  is  of  great  diagnostic  value. 

In  my  experience  it  is  one  of  the  least  serious  of  the  valvular 
lesions  unless  associated  with  degenerative  changes  in  the 
aorta  in  later  life.  It  is  not  progressive  in  the  same  degree 
as  mitral  stenosis,  presumably  because  the  unyielding  wall 
of  the  aorta  to  which  the  valves  are  attached  maintains  its 
contour,  and  is  not  drawn  in  by  the  cicatricial  contraction 
which  affects  the  damaged  valves.  If,  however,  all  three 
cusps  of  the  valve  have  been  attacked  by  endocarditis  their 
edges  may  become  adherent  and  an  extreme  degree  of  stenosis 
may  result. 

I  have  at  the  present  time  a  boy,  aged  thirteen,  attending 
my  out-patient  department  at  St.  Mary's  who  apparently  has 
pure  aortic  stenosis  of  moderate  degree,  a  loud  systolic  aortic 
murmur  and  a  small  pulse,  with  a  forcible  apex  beat  in  the 
sixth  space  in  the  nipple  line,  who  has  been  under  observation 
for  two  years.  During  this  time  the  disease  has  not  pro- 
gressed, and  it  is  probably  of  considerably  longer  standing. 
He  has  no  symptoms  beyond  dyspnoea  if  he  attempts  to  run 
or  take  violent  exercise. 

In  another  case — that  of  a  woman,  aged  fifty-five,  with  a 
systoHc  aortic  murmur  and  a  moderately  hyper trophied  left 
ventricle — the  patient  was  not  aware  she  had  anything  the 
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matter  with  her  heart,  and  had  no  symptoms  attributable  to 
the  affection  when  she  came  under  observation. 

In  a  third  case — that  of  a  gentleman,  aged  sixty-nine — ^the 
patient  has  to  my  knowledge  had  aortic  stenosis,  with  very 
slight  incompetence,  for  at  least  fourteen  years,  and  has  been 
able  to  go  about  and  enjoy  Ufe,  experiencing  practically  no  ill 
effects,  as  he  has  always  been  careful  to  avoid  undue  strain 
or  exertion. 

Aortic  Stenosis  and  Incompetence  Comhined. — I  think  that 
there  can  be  no  question  that  when  a  moderate  degree  of 
stenosis  supervenes  on  severe  aortic  incompetence  the  result 
is  beneficial  in  so  far  as  it  diminishes  the  amount  of  reflux, 
and  in  more  than  one  case  of  severe  aortic  incompetence  I 
have  seen  this  exempHfied. 

The  combined  lesion,  however,  though  limiting  the  amount 
of  reflux,  puts  increased  work  on  the  left  ventricle,  and  in 
some  cases  the  stenosis  progresses  to  such  an  unfavourable 
degree,  as  the  result  of  cicatricial  contraction  of  adherent 
cusps,  that  it  becomes  more  serious  than  the  original 
incompetence. 

Mitral  Stenosis. 

The  prognosis  in  this  affection  is  always  serious  as 
regards  duration  of  life,  though  the  patient  may  survive 
a  considerable  number  of  years,  as  the  tendency  is  for 
the  constriction  of  the  mitral  orifice  to  be  progressive. 
This  is  due  in  part  to  cicatricial  contraction,  but  we  must 
also  recollect  that  in  many  cases  the  lesion  is  established 
early  in  life,  before  the  growth  of  the  heart  is  completed, 
and  thus  the  relative  disproportion  between  the  mitral  orifice 
and  the  cavities  of  the  heart  will  increase  as  the  heart  attains 
its  full  development.  I  have  been  struck  by  the  large  number 
of  patients  that  come  up  to  my  out-patient  department 
between  the  ages  of  twenty-five  and  thirty-five,  chiefly  women, 
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complaining  of  shortness  of  breath,  who  are  not  aware  that 
they  have  heart  disease,  but  in  whom  one  finds  on  examination 
that  they  have  well- marked  mitral  stenosis.  The  probability 
would  seem  to  be  that  they  acquired  a  mitral  lesion,  probably 
incompetence  in  childhood  or  early  adolescence,  and  that 
stenosis  subsequently  ensued  from  cicatricial  contraction, 
but  it  was  only  when  they  had  passed  the  age  of  adolescence 
that  the  symptoms  became  so  pronounced  as  to  cause  them 
to  come  for  treatment. 

Another  unfavourable  element  in  prognosis  is  the  high 
pressure  in  the  pulmonary  circulation. 

The  main  work  of  compensation  falls  on  the  right  ventricle 
which  hypertrophies  in  response  to  the  demand.  We  have 
thus  a  powerful  pump  at  one  extremity  with  a  narrow  nozzle, 
the  mitral  orifice,  at  the  distal  end  of  a  series  of  tubes  con- 
sisting of  the  pulmonary  vessels,  in  which  the  pressure  must 
necessarily  be  very  greatly  raised.  As  a  consequence  the  un- 
supported capillaries  become  distended  and  tortuous,  project 
into  the  alveoli,  and  frequently  rupture.  Proliferative  changes 
take  place  in  the  alveolar  walls,  which  become  thickened, 
and  tend  to  shrink  and  contract,  and  eventually  we  have  the 
tough,  firm  condition  of  lung  known  as  brown  induration. 
The  surface  available  for  aeration  of  the  blood  is  thus  seriously 
impaired  and  diminished,  which  accounts  for  the  dyspnoea  and 
cyanosis  Avhich  are  such  prominent  features  in  advanced  cases. 

In  attempting  to  arrive  at  a  trustworthy  prognosis  in  mitral 
stenosis  we  cannot  rely  to  the  same  extent  as  in  aortic  disease 
on  the  structural  changes  in  the  heart  as  indicative  of  the 
severity  of  the  lesion.  The  degree  of  h^^Dertrophy  of  the 
right  ventricle  will  afford  useful  information  as  to  the  extra 
work  it  is  called  on  to  do  in  the  way  of  compensation,  but 
the  condition  of  the  left  ventricle  is  very  variable.  The 
tendency  in  simple  mitral  stenosis  would  be  for  the  left 
ventricle  to  gradually  diminish  in  size  as  the  orifice  narrows 
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and  the  supply  of  blood  becomes  more  limited,  and  in  many 
cases  post-mortem  we  find  a  very  small  left  ventricle  with  a 
large  hypertrophied  right  ventricle.  Often,  however,  the  left 
ventricle  is  somewhat  dilated  and  hypertrophied  in  spite  of  a 
marked  degree  of  narro^ving  of  the  mitral  orifice.  The  ex- 
planation of  this  would  seem  to  be  that  considerable  dilatation, 
due  to  myocarditis,  together  mth  mitral  incompetence,  was 
the  primary  lesion  following  on  the  attack  of  rheumatism  ; 
that  some  hypertrophy  subsequently  took  place,  and  stenosis 
set  in  at  a  later  period. 

The  size  of  the  radial  artery  and  pulse  at  the  \mst  affords 
important  evidence  as  to  the  degree  of  stenosis,  as  it  narrows 
dovni  in  proportion  to  the  diminution  in  the  supply  of  blood 
from  the  imperfectly  filled  left  ventricle. 

Ausculatory  evidence  affords  useful  information  as  to  the 
progress  of  the  affection,  as  was  first  pointed  out  by  my  late 
father,  who  differentiated  three  stages  thereby. 

1.  The  first  stage,  in  which  a  presystolic  murmur  is  heard 

leading  up  to  a  loud,  short,  first  sound,  followed  by 
a  second  soimd,  which  is  frequently  reduplicated. 

2.  A  second  stage,  in  which  the  second  sound  is  no  longer 

heard  at  the  apex,  but  only  a  presystolic  murmur 
and  first  sound. 

3.  A  third  stage,  in  which  the  presystolic  murmur  is  lost, 

and  only  the  first  sound  is  audible. 

In  the  first  stage  the  symptoms  are  rarely  of  a  serious  nature. 
There  may  be  some  cyanosis,  and  dyspnoea  may  be  readily 
induced  if  the  stenosis  is  of  old  standing,  in  consequence  of 
secondary  changes  in  the  lungs  already  referred  to,  but  as  a 
rule  the  symptoms  are  not  severe  enough  to  compel  the 
patient  to  lie  up  unless  bronchitis  or  some  other  complication 
supervenes. 

It  will  be  noted  on  careful  observation  that  the  duration 
of  systole  is  considerably  shortened,  the  loud,  snapping,  first 


By  Sir  John  F.   H.   Broadbent.  55 

sound  being  rapidly  followed  by  the  reduplicated  second,  and 
that  diastole  is  prolonged.  This  is  only  what  we  should 
expect,  as  it  will  take  a  longer  time  than  normal  for  the 
blood  to  flow  from  the  auricle  through  the  narrowed  orifice 
to  the  ventricle,  and  it  is  probable  that  when  systole  com- 
mences the  ventricle  is  imperfectly  filled,  and  the  systolic 
period  will  be  shorter  and  less  forcible  in  proportion  to  the 
diminished  amount  of  work  the  ventricle  has  to  perform. 

In  the  second  stage,  I  think  we  are  justified  in  inferring 
that  the  second  sound  is  no  longer  audible  at  the  apex,  because 
the  diminished  volume  of  blood  propelled  into  the  aorta  at 
each  systole  is  too  small  to  distend  the  aorta  sufficiently  to 
produce  the  powerful  recoil  which  is  necessary  for  the 
generation  of  an  audible  second  sound. 

Consequently,  if  we  accept  this  explanation,  we  may  infer 
that  the  degree  of  stenosis  is  considerable,  inasmuch  as  the 
ventricle  is  so  imperfectly  filled,  and  that  the  prognosis  is 
proportionately  more  unfavourable. 

In  the  third  stage  the  disappearance  of  the  presystolic 
murmur  indicates  the  breakdowm  of  compensation.  The 
rhythm  is  extremely  irregular,  and  frequently  we  hear  a  con- 
fusing medley  of  sounds  on  listening  at  the  apex — sometimes 
a  first  sound,  sometimes  a  systolic  murmur,  sometimes  both. 

The  explanation  appears  to  be  that  the  right  ventricle 
having  given  out,  there  is  insufiicient  pressure  in  the  left 
auricle  to  generate  a  presystolic  murmur  ;  this  accounts  for 
its  disappearance.  When  the  pressure  in  the  auricle  is  suffi- 
cient to  prevent  reflux  from  the  ventricle  we  have  a  first 
sound  only  ;  when  the  pressure  in  the  auricle  is  so  low  that  it 
does  not  prevent  reflux  we  have  a  systolic  murmur.  The 
pressure  in  the  left  auricle  varying  greatly  according  to  the 
force  and  frequency  of  the  beats  of  the  right  ventricle,  and 
being  also  influenced  by  respiration,  we  thus  have  this 
confusing  medley  of  sounds. 
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We  are  apt  to  forget  that  in  mitral  stenosis  there  are 
practically  no  valves,  but  simply  a  slit,  or  circular  hole,  in  a 
diaphragm  of  fibrous  tissue  between  the  auricle  and  ventricle, 
and  that  in  all  cases  we  should  have  mitral  reflux  were  it  not 
prevented  bv  the  high  pressure  in  the  auricle  maintained  by 
the  hypertrophied  right  ventricle.  The  occurrence,  therefore, 
of  mitral  reflux  when  the  right  ventricle  breaks  down,  in  cases 
where  it  has  not  been  present  for  many  years,  is  readily 
understandable. 

Of  course,  apart  from  this,  mitral  incompetence  is  very 
frequently  met  with,  combined  with  stenosis,  and  I  am  inclined 
to  think  that  this  combination  is  more  favourable  than  stenosis 
alone  as  indicating  that  the  orifice  is  not  greatly  contracted, 
and  that  it  may  in  some  instances  represent  an  earlier  stage 
of  what  eventually  develops  into  pure  mitral  stenosis  when 
the  orifice  becomes  too  small  to  allow  of  regurgitation,  provided 
that  the  pressure  in  the  left  auricle  is  maintained. 

The  symftoms  are,  perhaps,  some  of  the  most  important 
factors  in  prognosis.  Cyanosis  and  dyspnoea  on  slight  exertion 
are  especially  liable  to  be  present,  and  the  degree  of  ease  with 
which  they  are  induced  affords  useful  evidence  as  to  the 
baneful  effect  the  high  pressure  in  the  pulmonary  circulation 
is  having  on  the  lungs. 

Infarction  of  the  lungs  is  frequently  met  with  in  the 
terminal  stages  of  mitral  stenosis,  and  is  of  grave  prognostic 
significance,  as  it  indicates  extreme  stasis  of  the  pulmonary 
circulation.  In  my  opinion  it  is  due  to  thrombosis  from 
stagnation  of  the  circulation  rather  than  to  embolism,  and  I 
have  never  known  a  case  recover  efficient  compensation  after 
its  occurrence.  Dropsy  of  the  lower  limbs  is  a  very  late 
symptom,  and  may  be  absent  throughout,  though  ascites  is 
not  infrequently  met  with,  whereas  in  mitral  incompetence 
dropsy  is  common,  and  may  occur  comparatively  early  in  the 
course  of   the   disease,   and  efficient  compensation   may  be 
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restored  even  after  several  attacks.  In  pure  mitral  stenosis, 
if  present  at  all,  it  is  usually  a  terminal  feature  occurring 
only  in  the  third  stage. 

Mitral  Incompetence. 

The  range  of  possibilities  as  regards  prognosis  is  greater 
in  mitral  incompetence  than  in  any  other  valvular  affec- 
tion. It  may  be  due  to  a  variety  of  causes,  such  as 
dilatation  of  the  left  ventricle  without  any  lesion  of  the 
valves,  as  may  occur  after  various  acute  febrile  infections, 
more  especially  when  the  patient  returns  to  work  too  soon 
after  illness.  I  have  frequently  met  with  it  in  out-patients 
recovering  from  influenza  or  suffering  from  acute  pulmonary 
tuberculosis.  It  is  often  present  in  angemia,  and  is  met  with  in 
Bright' s  disease,  more  especially  in  the  subacute  varieties 
attended  with  oedema.  I  do  not  propose  to  discuss  the 
prognosis  of  these  varieties,  as  it  does  not  fall  within  the 
scope  of  my  paper,  but  I  instance  them  only  so  that  we  shall 
not  forget  that  mitral  incompetence  may  be  present  Avith- 
out  any  lesion  of  the  valves,  and  to  support  my  contention 
that  the  latter  is  not  per  se  necessarily  at  all  a  serious 
affection. 

When,  as  a  sequela  to  an  attack  of  rheumatism  in  a  child, 
we  find  the  left  ventricle  greatly  enlarged,  with  a  considerable 
degree  of  dilatation  and  slight  hypertrophy,  and  note  that 
there  are  marked  symptoms,  such  as  rapid  respiration, 
dyspnoea  on  slight  exertion,  and  that  a  loud  blowing  systolic 
murmur  is  present  at  the  apex,  we  are,  perhaps,  too  inclined 
to  attribute  these  to  a  lesion  of  the  mitral  valves.  In  many 
cases  of  this  nature,  in  which  enlargement  of  the  liver,  dropsy, 
&c.,  have  set  in,  and  which  have  eventually  proved  fatal,  I 
have  found  at  the  autopsy  no  actual  lesion  of  the  mitral 
valves,  but  only  extreme  dilatation  of  the  ventricle.  This 
condition   is   more  commonly    met   with   in  cases  of   peri- 
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carditis,  but  may  be  present  also  in  tbe  absence   of  tliis 
complication. 

There  can  be  no  question  bere  that  the  fatal  issue  is  the 
result  not  of  the  valvular  lesion,  but  of  the  damage  to  the 
myocardium  inflicted  by  the  toxins  of  the  rheumatic  micro- 
organisms and  consequent  loss  of  tone  of  the  muscle,  which 
gives  rise  to  extreme  dilatation  of  the  ventricle.  Micro- 
scopically we  see  evidence  of  this  damage  in  the  loss  of 
striation,  and  the  granular  and  fatty  degeneration  of  the 
muscle  fibres,  and  the  areas  of  cell  infiltration  scattered 
throughout. 

When,  therefore,  we  have  mitral  incompetence  associated 
with  great  dilatation  of  the  left  ventricle,  which  does  not 
subside  after  the  attack  of  rheumatism,  the  prognosis  is 
necessarily  grave. 

The  mere  existence  of  mitral  incompetence  cannot  well 
give  rise  to  dilatation  of  the  left  ventricle,  but  in  cases  in 
which  compensatory  changes  in  the  right  ventricle  have 
taken  place  we  may  find  the  apex  beat  displaced  outwards 
and  slightly  downwards  by  the  hypertrophy  of  the  right 
ventricle. 

If  a  mitral  systolic  murmur  be  established  during  an  attack 
of  rheumatism,  and  there  is  no  marked  dilatation  of  the  left 
ventricle,  we  may  infer  that  the  incompetence  is  the  result 
of  a  lesion  to  the  valves  by  endocarditis,  and  not  attributable 
to  the  myocarditis,  and  we  must  endeavour  to  estimate  its 
severity  in  order  to  arrive  at  a  trustworthy  prognosis.  The 
degree  to  which  the  murmur  replaces  the  first  sound,  the 
character  of  the  pulse,  and  the  readiness  with  which  symptoms 
are  induced,  will  be  our  best  guide  as  to  the  extent  of  the 
lesion,  and  consequently  as  to  prognosis. 

If  a  good  first  sound  is  audible  as  well  as  the  murmur,  the 
lesion  is  rarely  so  severe  as  to  produce  symptoms  in  the 
nature  of  back   working,   and   it  is  probable  that  efficient 
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compensation  will  be  readily  established  under  favourable 
circumstances.  It  is  remarkable  in  out-patient  work  what  a 
number  of  cases  of  mitral  incompetence  one  comes  across 
in  patients  who  are  not  aware  that  they  have  any  cardiac 
lesion,  as  compensation  is  so  efficient,  and  in  whom  the  lesion 
appears  to  date  from  an  attack  of  rheumatism  many  years 
ago,  if,  indeed,  they  are  aware  that  they  have  had  rheumatism  ; 
for  in  childhood  the  articular  manifestations  are  often  so  slight 
that  the  patient  is  not  compelled  to  lay  up,  and  the  presence 
of  a  cardiac  lesion  is  not  even  suspected. 

If  the  systolic  murmur  replaces  entirely  or  greatly  modifies 
the  first  sound,  we  may  infer  that  the  lesion  is  severe,  inasmuch 
as  the  intraventricular  pressure  is  so  reduced  by  the  re- 
gurgitation through  the  mitral  orifice  that  it  is  insufficient  to 
make  the  muscular  wall  of  the  ventricle,  as  it  suddenly  con- 
tracts down,  taut  enough  to  generate  a  first  sound.  Conse- 
quently, we  shall  not  expect  efficient  compensation,  and 
slight  exertion  will  be  liable  to  produce  symptoms. 

One  of  the  dangers  to  be  apprehended  in  the  future  in  cases 
of  mitral  incompetence,  which  should  make  our  prognosis 
guarded  even  in  apparently  favourable  cases,  is  the  possi- 
bility of  the  onset  of  mitral  stenosis,  and  my  impression  is 
that  in  many  cases  the  patient  who  has  had  mitral  incom- 
petence for  some  years,  it  may  be,  only  comes  up  for  medical 
advice  when  mitral  stenosis  has  set  in,  and  symptoms  attribut- 
able to  that  affection  compel  his  attention. 


Dr.  W.  G.  Smith  said  the  essential  points  in  the  prognosis  of 
valvular  disease  of  the  heart  had  been  laid  down  sixty  years  ago 
by  Dr.  Stokes.  He  did  not  think  the  classification  of  the  relative 
danger  of  valvular  lesions  a  very  profitable  subject  for  discussion, 
and  very  diverse  classifications  had  been  proposed.  With  the 
exception  of  the  two  statements  that  aortic  incompetence  was 
the  most  serious  and  mitral  patency  the  least  serious,  it  was  idle 
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to  base  classifications  on  a  single  factor.  It  was  quite  plain  that, 
in  actual  practice,  in  forming  their  opinions  it  was  impossible 
to  avoid  associating  prognosis  and  treatment,  and  they  judged 
of  their  prognosis  largely  by  the  observation  whether  the  patient 
responded  to  treatment  or  not.  He  was  incredulous  as  to  the 
possibility  of  determining  slight  variations  in  the  volume  of  the 
heart  by  percussion.  All  the  rules  of  prognosis  would  never 
account  for  some  of  the  cases  of  sudden  death.  Prognosis 
depended  on  a  unknown  factor — the  vital  condition  of  the  heart- 
muscle — and  the  less  they  could  find  out  about  the  patient  the 
more  dangerous  was  the  outlook. 

Sir  Christopher  Nixon,  Bart.,  said  they  must  bear  in  mind 
that  prognosis  was  so  inextricably  mixed  up  with  all  the  phenomena 
of  the  circulation  that  it  was  only  by  studying  those  phenomena 
as  a  whole  that  they  could  make  any  attempt  to  form  an  opinion 
as  to  the  future  of  any  individual  case.  They  might  make  :i 
diagnosis  without  a  prognosis,  but  they  could  not  make  a  prognosis 
without  a  diagnosis.  That  was  why  every  available  symptom 
and  sign  must  be  utihsed ;  hence  he  should  not  like  to  identify 
himself  with  paying  too  slight  respect  to  the  ancient  method  of 
percussion.  It  was  probably  the  least  reliable  of  all  methods  of 
investigation,  but  in  very  many  cases  both  the  superficial  and  the 
deep  areas  of  dulness  on  percussion  gave  valuable  evidence  as  to 
the  size  of  the  organ.  They  had  been  in  the  habit  of  attaching  too 
much  importance  to  the  existence  of  a  murmur  in  prognosis,  and 
probably  they  were  inclined  to  multiply  those  murmurs  to  too  great 
an  extent.  Their  distinctions  with  regard  to  some  of  them  were, 
no  doubt,  artificial,  cumbrous,  and  without  practical  use.  The 
main  fact  they  had  to  determine  was  the  reserve  force  of  the 
heart,  and  they  must  bear  in  mind  how  much  that  reserve  force 
varied  in  individuals.  It  differed  much  within  the  limits  of 
health,  and  how  much  more  must  it  differ  in  cases  of  cardiac 
disease.  To  his  mind  the  principles  laid  down  in  Mackenzie's 
work  on  diseases  of  the  heart  afforded  the  best  direction  for 
future  investigations,  especially  in  prognosis.  Mackenzie  pointed 
out  certain  traces  of  primitive  cardiac  tissue  from  which  stiniiihis 
was  derived,  and  in  connection  with  which  grave  abnormalities 
of  function  were  found,  and  while  some  of  his  speculations  might 
be  regarded  as  eminently  theoretical,  his  investigations  were  on 
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the  right  lines,  and  he  (the  speaker)  did  not  think  enough  impor- 
tance was  attached  to  the  anatomy  of  the  heart  in  their  courses 
of  study.  He  adopted  Sir  John  Broadbent's  order  of  cardiac  lesions. 
In  aortic  patency  the  amount  of  leakage  into  the  left  ventricle 
was  particularly  important.  Where  the  leakage  was  small  and — 
as  far  as  the  left  auricle  was  concerned — the  left  ventricle  was  a 
water-tight  compartment,  there  were  all  facilities  for  compensa- 
tion, and  such  patients  did  uncommonly  well.  But  in  cases 
arising  from  rheumatic  endocarditis,  where  the  valves  were  curled 
up  against  the  aortic  walls,  or  from  a  rupture  of  one  of  the  valves, 
there  was  such  a  sudden  disturbance  of  the  circulation  that  the 
ventricle  underwent  an  irritative  form  of  hypertrophy,  which 
was  most  serious  in  its  character.  They  could  approximately 
determine  the  amount  of  leakage  by  the  length  of  the  murmur 
and  the  degree  of  facility  with  which  Duroziez'  murmur  in  the 
femoral  arteries  could  be  produced.  The  form  of  aortic  patency 
from  atheromatous  change  in  the  aorta  was  most  likely  to  produce 
sudden  death.  Next  to  aortic  patency  he  considered  mitral 
obstruction  the  most  grave  form  of  heart  disease,  from  the  fact 
that  it  occurred  early  in  life,  was  progressive,  and  was  imperfectly 
compensated,  while  the  inflammation  had  a  tendency  to  produce 
cicatricial  changes  in  the  valve.  There  was  also  in  this  lesion 
the  danger  of  hpemorrhagic  infarction  in  the  lungs,  a  point  in 
which  he  ventured  to  differ  from  Sir  John  Broadbent.  There  was 
the  tendency  to  cerebral  and  other  forms  of  embolism.  He 
thought  the  disappearance  of  the  second  sound  at  the  apex 
Avas  an  accidental  condition,  and  it  was  not  unreasonable  to 
imagine  that  where  they  had  two  murmurs  well  produced  the 
second  sound  was  lost.  In  mitral  stenosis,  when  the  right 
auriculo-ventricular  valve  became  relatively  incompetent,  and 
with  that  condition  the  increased  pressure  was  taken  off  the  pul- 
monary artery,  the  sound  of  Skoda  disappeared.  When  tricuspid 
regurgitation  was  established  they  had  then  the  downward 
progress  of  the  patient.  The  remarkable  alteration  in  the  first 
sound  was  not  found  alone  in  the  terminal  stages — it  was  found 
in  mitral  stenosis  early  in  the  disease,  and  it  was  suggested  that 
it  was  due  to  the  striking  together  of  the  flaps  of  a  funnel-shaped 
mitral  valve.  This  was,  of  course,  incorrect.  It  was  heard 
at  an  earlv  stage  of  mitral  stenosis,  and  he  thought  it  was  ex- 
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plained  by  blood  flowing  in  small  quantity  from  the  auricle  into 
the  ventricle,  not  causing  any  very  great  initial  tension  in  the 
valve  flaps,  then,  when  the  ventricle  contracted,  the  final  tension 
of  the  flaps  was  so  materially  increased  that  the  first  sound  had 
a  markedly  intensified  sound.  In  mitral  stenosis  complete 
obliteration  of  the  pulse  could  be  procured  by  raising  the  hand 
above  the  head,  and  he  did  not  think  they  had  such  a  remarkable 
sign  in  any  other  valvular  disease.  Referring  to  mitral  regurgita- 
tion, which  he  placed  next  in  the  order  of  gravity,  he  discussed 
the  various  conditions  under  which  mitral  reflux  took  place, 
some  of  tri\nal  importance,  as  when  it  occurred  in  anaemia, 
chlorosis,  or  after  prolonged  fevers.  In  other  cases  where  the 
valves  were  practically  destroyed  the  prognosis  would  be  grave. 
He  thought  aortic  obstruction  a  very  common  form  of  disease. 
He  had  found  it  along  Avith  some  evidence  of  simple  h}^ertrophy 
of  the  left  ventricle,  but  with  no  subjective  phenomena.  Such 
cases  did  very  well  as  long  as  the  condition  was  confined  to  the 
left  ventricle,  and  there  was  perfect  compensation.  But  where 
they  found  a  loud  murmur  over  the  aortic  orifice  transmissible 
to  the  neck,  with  breathlessness  on  exertion,  they  had  a  condition 
almost  as  fatal  in  character  as  the  worst  form  of  aortic  patency. 
To  sum  up,  he  would  be  inclined  to  put  the  cases  under  three 
classes  : — (1)  The  obvious  case — the  case  of  failing  compensation 
in  aortic  patency  ;  the  case  of  aortic  atheroma  with  the  Stokes- 
Adams  syndrome  ;  the  case  of  mitral  obstruction,  with  the  nodal 
rhythm  and  the  changes  set  up  as  a  result  of  tricuspid  regurgita- 
tion. In  all  such  cases  they  would  give  a  bad  prognosis.  (2)  Cases 
of  recurrent  valvular  disease — cases  in  which  the  dropsy  and 
other  urgent  symptoms  subsided,  and  the  patient  was  able  to 
resume  his  work  as  usual ;  their  estimate  of  the  patient's  length 
of  life  would  be  merely  a  guess.  (3)  In  cases  rheumatic  in  origin, 
and  under  conditions  of  life  that  were  not  favourable  to  the 
existence  of  cardiac  disease,  they  might  fairly  give  the  answer 
"  I  do  not  know  "  to  tlie  question  "  How  long  am  I  likely  to  live  ? " 
Dr.  J.  M.  Finny  said  the  great  point  to  bear  in  mind  in  dealing 
with  the  question  of  prognosis  was  the  condition  of  the  heart- 
muscle.  The  character  of  the  sounds  was  of  less  importance 
than  seeing  whether  the  heart  was  doing  its  work  and  had  some 
reserve  beyond  it.     He  did  not  think  an  opinion  was  justified 
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without  considering  the  matter  of  treatment.  He  always  bore 
in  mind  a  dictum  of  Dr.  Stokes  that  many  patients  died  uith 
valvular  disease,  but  died  of  something  quite  different.  Prognosis 
should  be  based  on  the  general  life  of  the  patient.  Many  valvular 
cases  went  about  their  work  until  influenza  came,  and  at  once 
the  reserve  power  was  lost,  and  the  patient  died  of  influenza,  but 
with  heart  disease.  In  his  opinion  it  was  not  the  physical  con- 
dition of  the  valves,  but  that  of  the  muscle,  of  the  heart  on  which 
stress  should  be  laid. 

Sir  John  Broadbent,  in  reply,  said  they  could  not  get  much 
information  as  to  the  left  ventricle  by  percussion  ;  its  chief  value 
was  in  acute  myocardial  changes.  He  thought  Mackenzie  had 
thrown  a  great  deal  of  light  on  disorders  of  rhythm,  but  he  was 
not  prepared  to  admit  all  about  the  myogenic  theory,  which  had 
become  a  sort  of  fetish,  and  was  quoted  to  explain  all  the  final 
stages  in  cardiac  breakdown.  A  case  had  been  published  of  a 
child  with  sarcoma  of  the  heart.  The  whole  of  the  right  auricle 
and  ventricle  was  a  mass  of  new  growth.  There  was  no  conceivable 
possibility  of  contraction.  The  whole  circulation  was  maintained 
by  the  left  ventricle,  and  all  through  there  was  no  irregularity 
of  rhythm.     That  absolutely  demolished  the  myogenic  theory. 


GAS  IX  THE  STOMACH;   ITS  CAUSATIOX  AND 
TREATMENT. 

By  frank  KENNEDY  CAHILL,  F.R.C.8.,  L.R.C.P.I.,  D.P.H. 

[Read  iu  the  Section  of  Medicine,  March  26th,  1909.] 

To  quote  the  words  of  Professor  Reed,  "  Such  an  impor- 
tant and  obtrusive  symptom  as  '  flatulency '  needs  to  be 
elucidated  and  traced  to  its  possible  causes  in  language 
easily  intelligible  to  every  practitioner  of  Medicine." 

At  the  outset  I  should  like  to  define  with  a  certain  exac- 
titude some  terms  employed — more  especially  "  fermen- 
tation "  and  "  putrefaction." 

It  is  unfortunate  that  these  terms  are  frequently  used 
as  synom-ms  in  stomach  literature.  Clinically  speaking, 
it  seems  reasouable  to  suggest  that  the  term  "  fermenta- 
tion "  should  be  used  only  to  designate  decomposition  of 
carbohydrates. 

There  are  four  kinds  of  this  sort  of  fermentation  found 
in  human  stomachs : —(a)  Lactic  acid,  (6)  butyric  acid, 
(c)  acetic  aeid,  (d)  yeast  fermentation.  These  form 
various  products  which  may  recombine  among  one 
another,  the  most  characteristic  products  being 
(1)  alcohol,  (2)  methane,  (3)  ethylene,  besides  the  acida 
mentioned. 

The  term  "  i)utrefaction  "  should  be,  I  think,  applied 
only  to  the  decomposition  of  albuminous  or  proteid  bodies. 

While  a  few  of  the  same  products  arise  as  in  fermen- 
tation, the  main  end-products  of  **  putrefaction  "  may  be 
arranged  in  three  groups: — I.  Ammonia,  (2)  nitrogen. 
(■\)  carbon  dioxide,  (4)  sulphuretted  hydrogen,  (5)  methyl- 
mercaptan,   (0)    cystin,    &c.     II.   Series    of    amide  acids. 


By  Dr.  F.  Kennedy  Cahill.  65 

III.  Aromatic  derivati\-«s  of  benzol — e.^r.,  phenol,  cresol, 
phenol-acetic  acid,  indol,  skatol,  tyrosin.  We  may  con- 
trast "  fermentation  "  and  "  putrefaction,"  at  least  so  far 
as  they  occur  in  the  alimentary  canal,  roughly  as 
follows  :  — 

Fermentation  Putrefaction 

1.  Involves  carbo-hydrates         1.  Involves  fats    and  pro- 

teids 

2.  Produces  acids  mainly  2.  Produces  alkalies  mainly 

3.  Numerous  bacteria,  es-         3.  Colon  bacillus  mainly 

pecially   long   threads 
and  yeasts  or  fungi 

4.  Main.ly    in   stomach    or         4.  Mainly  lower  bowel  and 

upper   portion    of  ali-  colon 

mentary  canal 

Having  discussed  these  terms,  I  now  proceed  to 
enumerate  the  various  causal  factors  in  the  production  of 
gastric  gas  mentioned  in  the  literature. 

(1)  Air  swallowing,  (2)  chemic  gastric  respiration, 
(3)  mechanic  gastric  respiration,  (4)  inorganic  production 
of  CO2,  (5)  organic  production  of  COj  and  associated  gases, 
(6)  spasm  of  cardia  or  pressure  from  without. 

(1)  Air  Swallowing. — Deglutition  always  carries  more 
or  less  air  into  the  stomach.  Normally  the  amount  is  in- 
significant, but,  owing  to  rapid  eating  or  drinking,  gulp- 
ing down  large  quantities  of  food  or  drink  in  a  single 
bolus,  and  undoubtedly  to  peculiarities  in  the  shape  and 
mode  of  closure  of  the  fauces  and  pharynx,  so  much  air 
may  be  swallowed  as  to  cause  an  excess  of  endogastric 
tension  during  and  immediately  after  a  me-al.  This 
tension  is  usually  relieved  by  belching. 

The  diflterential  diagnosis  depends  upon  {a)  the  time  of 
belching,  (6)  the  lack  of  odour  of  putrefaction  or  fermen- 
t.  e 
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tation,  (c)  the  absence  of  the  neurotic  element,  {d)  the 
normality  of  the  gastric  contents.  Treatment  depends 
rather  on  attention  to  etiquette  than  to  hyg-iene  or 
medication. 

Though  one  has  never  been  able  actually  to  demonstrate 
an  anomaly  of  the  fauces  or  pharynx,  yet  the  occurrence 
of  this  trouble  in  persons  whose  habits  of  swallowing  are 
good  suggests  such  a  condition,  and  one  is  at  a  loss  to 
suggest  an  appropriate  means   of   correction. 

2.  Chemic  Gastric  Respiration. — Benedict  and  Reed 
deny  the  existence  of  chemic  gastric  respiration.  Accord- 
ing to  the  former,  "  All  active  cells  absorb  oxygen  and  give 
ofi  CO2?  not  to  mention  other  katabolic  products;  but  it  is 
absurd  to  suppose  that  the  thick  glandular  lining  of  the 
stomach  can  be  compared  to  the  diaphanous,  squamous 
lining  of  the  pulmonary  vesicles.  Moreover,  respiration 
is  an  exchange,  not  a  production,  and  it  is  impossible  that 
any  appreciable  quantity  of  gas  can  be  eliminated  into  the 
stomach  by  this  means."  The  latter  says — "  I  have  not 
been  able  to  convince  myself  that  gases  are  secreted 
directly  by  the  cells  of  the  stomach,  as  has  been  claimed 
by  some  authors." 

On  the  other  hand,  Hutchison  quotes  Evans,  who 
brought  forward  evidence,  derived  from  a  study  of  the 
gas  contained  in  the  swim-bladder  of  fish,  in  favour  of  the 
view  that  some  of  the  nitrogen  may  be  derived  from  the 
blood.  Evans  (British  Medical  Journal,  1897,  page  G49) 
bases  his  view  on  the  results  of  two  analyses,  which  to  my 
mind  is  insufficient.  As  this  method  of  gas  production  is 
common  to  all  stomachs  it  cannot  be  a  very  potent  factor 
in  excessive  gas  production  leading  to  flatulency  of  a  dis- 
tressing nature.  On  the  other  hand,  if  we  do  not  accept 
the  view  that  gases  are  transfused  from  or  secreted  by  the 
blfwd  we  are  at  a  loss  to  account  for  the  sudden  appear- 
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ance  of  {raseous  distension  after  abdominal  operations  in 
intestinal  obstruction,  &c.,  &c. 

3.  Mechanic  Gastric  Respiration. — In  hiccough  there  is 
necessarily  a  tendency  for  air  to  enter  the  oesophagus  and 
stomach.  Since  the  exciting  cause  is  usually  too  rapid 
swallowing  or  swallowing  of  dry  foods,  it  seems  that 
hiccough  is  essentially  conservative — nature's  relief  of 
the  oeso])hageal  spasm  by  dilating  this  tube  with  air, 
and,  so  to  speak,  endeavouring  to  blow  through  into  the 
stomach  any  obstruction  that  may  be  present. 

In  dilated  or  relaxed  conditions  of  the  oesophagus  and 
eardia  there  may  be  then  a  suction  into  and  expulsion 
from  the  stomach  of  air,  as  well  as  pulmonary  inspiration 
and  expiration. 

When,  therefore,  in  neurotic  patients,  without  evidence 
of  gastric  fermentation,  and  with  somewhat  conspicuous 
respiratory  movements,  there  is  repeated  noisy  eructation 
of  gas,  this  condition  should  be  suspected. 

There  exists  a  disturbance  of  innervation,  being  usually 
a  laryngeal  spasm,  and,  after  the  primary  oesophageal 
spasm  has  subsided,  a  relaxation  of  the  oesophagus. 

As  to  treatmient,  faradisation  of  the  phrenics  and 
pneumogastrics,  forced  respirations,  anti-spasmodic 
•drugs,  and  the  various  devices  suggested  for  the  relief  of 
hiccough,  may  be  employed,  even  when  this  symptom  is 
absent.  Personally  I  have  found  "  lavage  "  quite  satis- 
factory. 

It  is  possible  that  the  cases  of  gastric  gas  reported  as 
due  to  gastric  respiration  in  the  chemic  sense  (2)  are 
mainly  mechanical  or  due  to  the  inorganic  production  of 
C()2,  the  next  condition  to  be  described. 

(4)  Inorganic  Production  of  CO2 — Benedict,  in  "Inter- 
national Clinics"  (1900),  lays  stress  on  this  mode  of  pro- 
duction, considering  that  there  is  present  a  supersecretion 
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of  gastric,  pancreatic,  intestinal  juices  and  bile  with,  more 
or  less  patency  of  the  pylorus,  and  tkat  the  meeting  of 
hydrochloric  acid  with  alkaline  carbonates  produces 
carbon   dioxide. 

He  contends  that  there  are  occasional  cases  in  which 
enormous  quantities  of  nearly  odourless  gas,  shown  by 
simple  tests  to  consist  largely  of  CO2  given  off  by  belch- 
ing, and  whose  origin  cannot  be  accounted  for  by  any  of 
the  theories  hitherto  put  forward.  (We  must  remember 
that  this  writer  denies  the  existence  of  chemic  jrastric 
respiration.) 

The  patients  are  nieurotic,  the  waterbrash — or  vomited 
matter  or  wash  water — 'is  nearly  clear  and  contains 
nothing  but  a  little  mucus  and  the  usual  slight  debris 
of  a  jejune  stomach,  except  that,  occasionally,  bile  pig- 
ment may  be  seen.  Effervescence  is  heard  in  the  region 
of  the  pylorus. 

Especially  do  these  cases  fail  to  give  evidence  of  fer- 
mentation and  to  respond  to  antiseptics  unless  the  anti- 
septics are  distinctively  sedative. 

Our  knowledge  of  the  amounts  of  these  secretions  and 
of  their  percentage  of  acid  and  alkali  shows  that  a  very 
considerable  amount  of  gas  might  be  produced. 

In  these  cases  the  failure  of  antiseptics  will  often 
suggest  the  proper  diagnosis,  or,  at  least,  will  lead  to  the 
employment  of  sedatives.  Bismuth  is  indicated  locally^ 
the  coal  tar  and  mydriatic  anodynes  by  the  mouth. 

5.  Organic  Production  of  CO2  and  Associated  Gases. — 
With  all  the  favouring  conditions  present  it  is  a  wonder 
that  the  gastric  bacteria  and  fungi  do  not  invariably  cause 
a  notable  production  of  the  gases  of  putrefaction  and  fer- 
mentation, especially  as  there  is  so  often  superadded  a 
supply  of  germs  from  septic  stumps  and  nasal  cavities. 

The  lack  of  such  gas  production  is  ascribed  to  (a)  the 
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comparative  shortness  of  gastric  digestion,  (/;)  the  removal 
of  fermentable  and  putrescible  material  by  digestion  and 
absorption,  (c)  the  antiseptic  action  of  hydrochloric  acid. 

Most  authorities  consider  the  last  as  relatively  unim- 
portant on  account  of  the  dilution  of  the  acid  ;  but  it  must 
be  of  considerable  importance,  as  the  other  circumstances 
are  merely  negative.  It  must  be  remembered,  moreover, 
that  the  standard  of  the  bacteriologist  is  a  lethal  one, 
that  of  the  physiologist  and  the  therapeutist  merely 
inhibition  of  the  vegetable  cell. 

I  take  it,  then,  that  gastric  putrefaction  may  be 
assigned  to  two  sets  of  causes,  disturbance  of  intestinal 
peristalsis,  including  various  forms  of  obstruction,  and 
colonisation  of  bacteria  in  the  stomach  wall,  including 
cancer  and  the  various  types  of  ulceration. 

The  treatment  of  the  underlying  condition,  often  involving 
surgical  interference,  is  beyond  the  scope  of  this  paper. 

The  milder  measures  which  are  usually  ample  in  the 
treatment  of  fermentation  cannot  be  relied  upon  to  cleanse 
a  stomach  in  which  proteolytic  bacteria  are  at  work. 
Various  antiseptics  have  been  used,  but  I  think  a  4  per  cent. 
solution  of  borax  and  sodium  bicarb,  will  be  found  efficient. 

While  it  is  impossible  to  disinfect  by  the  mouth  a  foul 
stomach  full  of  chyme,  it  is  perfectly  possible  to  keep  a 
jejune  one  relatively  aseptic  by  administering  salacetol, 
or  some  similar  antiseptic,  with  moderate  amounts  of 
water.  Hence  the  value  of  administering  nutrient 
enemata  and  cuttinsr  off  all  nourishment  bv  the  mouth. 

Again,  gastric  fermentation  is  often  considered  as 
amylaceous  dyspepsia ;  starches  are  withheld  as  far  as 
possible,  and  diastase  is  given  to  ensure  their  prompt 
digestion. 

While  it  is  true  that  "  ptyalin  "  digests  cooked  starches 
into  maltose,  and  that  small  quantities  of  "  invertin  "  are 
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secreted  by  the  stomach,  to  convert  this  maltose  into 
glucose  the  amount  of  starch  digestion  that  normally- 
takes  place  in  the  stomach  is  insignificant. 

When  much  gas  is  formed  in  the  stomach  from  carbo- 
hydrates the  reason  is  usually  that  there  is  a  failure  of 
normal  antisepsis  due  to  hypochlorhydria. 

In  estimating  the  "  acidity  "  due  to  HCl.  one  may  be 
deceived  by  testing  the  "  filtrate  "  after  a  test-breakfast, 
as  a  weak  stomach  may  react  normallj-  under  the  light 
burden  of  that  meal,  though  it  may  not  produce  sufficient 
HCl.  under  normal  diet;  just  as  a  weak  spring  may  rise 
as  high  as  a  strong  one  under  a  small  load. 

While  gas  production  from  proteids  requires  mechanical 
cleansing  of  the  stomach  and  physiologic  rest,  carbo- 
hydrate fermentation  may  be  treated  by  antiseptics. 
Usually,  there  are  also  indications  to  increase  the  amount 
of  HCL,  both  by  its  administration  as  such,  by  increas- 
ing the  chlorides,  by  giving  sodium  chloride  in  excess  at  the 
meals,  and  stimulating  the  gastric  glands  by  giving  strychnin. 
Charcoal,  if  given  in  large  doses,  is  of  some  value  in 
fixing  gas,  but  it  will  not  prevent  gas  formation. 

6.  When,  through  spasm  of  the  cardia  or  pressure  from 
without,  gas,  however  produced,  is  not  freely  eructated, 
it  must  either  pass  through  the  pylorus  or  ])roduce  charac- 
teristic symptoms  from  distension  of  the  stomach. 

The  cases  in  which  gas  is  produced  by  a  mingling  of 
gastric  and  alkaline  intestinal  juices  cannot  lead  to  dis- 
tensiion  of  the  stomach  alone,  but  spasm,  kinking,  or  other 
obstruction  below  the  pylorus  may  confine  the  gas  of  the 
stonLa<;h  and  part  of  the  upper  small  intestine. 

Most  cases,  however,  seem  to  be  due  to  organic  forma- 
tion of  gas,  and  mainly  to  fermentation  of  cnrlvohydrates. 
Mild  forms  are  best  treated  b}-  the  administration  of  hot 
carminative  drinks,  change  of  posture,  &.c.,  &r. 
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Such  cases  are  very  common  ;  they  are  especially  fre- 
quent at  nig-ht,  perhaps  because  some  posture  during  sleep 
favours  pressure  of  the  liver  on  the  pylorus,  duodenum,  or 
upper  coils  of  the  jejunum;  perhaps  because  lessened 
peristalsis  allows  an  accumulation  of  solid  and  liquid  in- 
testinal contents,  so  that  a,  trap  is  formed  in  the  intestine. 

Whether  the  closure  above  is  entirely  spastic — ^and  one 
would  scarcely  consider  sleep  to  favour  the  development 
of  spasm — or  due  to  the  pressure  of  the  liver  on  the 
oesophagus,  it  is  difficult  to  say;  but  there  is  no  question 
that  gastric  disteusiou  is  favoured  by  lying  on  the  left  side. 

"  Xightmare  "  is  frequently  due  to  this  cause,  and  one 
can  only  decide  by  the  state  of  the  pulse  and  the  heart 
sounds  in  any  particular  case  whether  the  sense  of 
cardiac  interference  is  mainly  genuine  or  due  to  the 
"  nightmare." 

Most  of  these  cases  are  relieved  spontaneously  or  by 
domestic  treatment;  and  apart  from  the  passage  of  the 
stomach-tube  to  relieve  gas-pressure,  the  treatment  is 
prophylactic,  to  prevent  the  formation  of  gas,  a  subject 
which  has  been  dealt  with  in  the  course  of  this  paper. 

Having  passed,  in  somewhat  sketchy  review,  the  various 
theories  of  gas  formation  in  the  stomach,  I  would,  in  con- 
clusion, enter  a  strong  plea  for  the  more  careful  investi- 
gation of  these  cases,  so  often  recurring  in  general  prac- 
tice, and  instead  of  routine  mixtures  for  "  wind  "  so  often 
prescribed  I  would  substitute  a  minute  and  searching 
inquiry  into  primary  causes — their  removal  resulting  in 
credit  to  ourselves  and  service  to  our  patients. 


Dr.  W.  G.  Smith  took  exception  to  the  distinction  draw 
between  fermentation  and  putrefaction.  He  looked  on  putrefac- 
tion as  a  mere  accident  of  decomposition  ;  it  was  simply  fermen- 
tation plus  smell.     He  thouj^lit  the  terms  were  not  susceptible 
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of  accurate  definition  in  the  sense  in  -which  Dr.  Cahill  used  them. 
He  was  not  hopeful  of  the  possibilities  of  intestinal  antiseptic 
treatment,  as  none  of  the  things  used  had  come  up  to  expectation. 

Dr.  Cox  said  it  was  a  rare  thing  for  an  amount  of  air  capable 
of  causing  trouble  to  get  into  the  stomach  by  swallowing.  He 
thought  the  troubles  must  be  looked  for  within.  They  had  seen 
cases  where  mental  trouble  or  sudden  shock  had  led  to  gas  being 
formed  by  a  process  which  was  probably  neither  fermentation 
nor  putrefaction,  and  in  which  a  great  amount  of  misery  and 
depression  was  relieved  by  the  expulsion  of  gas.  In  such  cases 
he  thought  the  subjective  sensations  were  as  much  to  be  accounted 
for  by  the  depression  associated  ^vith  mental  causes  as  by 
poisoning  of  the  blood  by  the  by-products  of  digestion,  or  the 
uneliminated  products  of  liver  digestion. 

Sir  John  Moore  said  that  people  with  bad  teeth,  who  could 
not  properly  masticate  their  food,  might  swallow  with  it  very 
considerable  quantities  of  air.  They  were  familiar  also  with  the 
connection  between  cardiac  and  vascular  lesions  and  gas  in  the 
stomach.  It  was  exceedingly  hard  to  disinfect  either  the 
stomach  or  intestines,  but  s}Tnptoms  could  often  be  relieved  by 
attention  to  the  toilet  of  the  mouth. 

Dr.  Cahill,  in  reply,  said  the  distinction  drawn  between 
"  fermentation  "  and  "  putrefaction  "  is  only  for  clinical  use, 
seeing  that  the  processes  exhibit  no  absolute  line  of  demarcation. 
Stress  laid  on  air  swallowing  by  Sir  John  Moore  is  in  agreement 
with  the  observations  of  the  writer.  An  illustrative  case  of 
inflammable  gas  (CH^)  was  quoted,  a  parallel  to  that  quoted  by 
the  President  from  the  work  of  Sir  Henrv  Marsh. 


A  FATAL   CASE   OF   "PORT   WINE   URINE." 
(HiEMATOPORPHYRINURIA). 

By  ALFRED   R.   PARSONS,   M.D.,   F.R.C.P.L ; 
Physician  to  the  Royal  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Medicine,  March  26,  1909.] 

Case. — Miss  R.,  aged  twenty-three  years,  came  under  my  care 
for  the  first  time  on  Friday,  8th  June,  1906,  suffering  from 
abdominal  pain  and  vomiting.  She  was  a  nurse  in  the  hospital, 
and  on  night  duty.  A  week  or  so  before  I  saw  her  she  had  been 
troubled  with  abdominal  pain  and  vomiting,  and  had  been  given 
small  doses  of  bicarbonate  of  soda  and  carbonate  of  bismuth  to 
relieve  the  pain,  and  a  small  quantity  of  morphia  to  check 
diarrhoea,  from  which  she  was  suffering  at  the  same  time.  As 
these  measures  were  not  successfid  I  was  asked  to  see  her.  On 
examining  her  I  failed  to  detect  anything  wrong  except  diffuse 
abdominal  tenderness,  perhaps  more  marked  on  the  right  side 
of  the  abdomen  than  the  left.  The  pulse  was  frequent,  but  there 
was  no  fever.  She  was  put  on  a  liquid  diet,  and  the  alkaline 
powders  were  repeated.  On  the  following  day  I  found  that  the 
urine  passed  by  the  patient  had  a  remarkable  colour,  such  as  I 
had  never  seen  before.  It  had  a  distinctly  red  tinge,  but  was 
free  from  both  blood  and  albumen.  I  added  some  chloroform 
to  the  specimen,  and  have  it  here  for  your  inspection  to-night. 
Constipation  was  troublesome.  The  patient  could  not  take  oil, 
did  not  like  liquorice  powder,  and,  as  Pil.  colocynth  et  hyoscyame 
had  no  effect,  an  enema  was  ordered.  This  brought  away  some 
hard  lumps,  and  produced  a  diffuse  scarlatinaform  rash,  which 
lasted  four  days.  Appetite  was  in  abeyance,  and  she  took  very 
little  food.  She  was  listless,  letliargic  and  unable  to  rouse  herself. 
The  peculiar  colour  of  the  urine  during  the  following  days  was 
not  so  marked  as  in  the  specimen  exhibited,  but  this  is  possibly 
due  to  the  fact  that  the  specimen  was  no  longer  kept  for  my 
inspection,  and,  as  we  subsequently  learned,  it  was  only  on 
standing  that  the  peculiar  red  colour  developed.     After  some  ten 
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days  she  felt  better,  asked  for  food,  aud  to  be  allowed  up.  Her 
spirits  returned,  and  she  got  bright  and  cheerful.  The  abdominal 
pain  also  got  much  less.  She  went  for  a  change  to  some  friends  at 
Monkstown  to  recruit  a  little  before  going  to  her  home  in  the 
south-west  of  Ireland.  Unfortunately  the  improvement  was  not 
maintained,  and  a  few  days  after  her  arrival  at  Monkstown  I 
had  a  letter  from  her  friends  asking  for  a  prescription  for  the 
powders  she  had  been  taking.  In  replying  I  advised  them  to 
send  her  back  to  the  hospital  if  she  were  not  better,  and  not  to 
let  her  go  home.  She  returned  to  the  hospital  on  Saturday,  30th 
June,  but  I  did  not  see  her  till  the  following  Monday.  Her 
symptoms  were  similar  to  those  she  had  previously — i.e.,  she  had 
abdominal  pain,  but  no  vomiting.  She  was,  however,  sleepless. 
and  consequently  she  was  given,  on  four  consecutive  nights, 
gr.  XV  of  trional.  The  urine  presented  similar  features  to  thosf^ 
previously  observed.  It  was  nearly  normal  in  colcur  when  passed 
and  then  gradually  reddened  in  tint.  On  one  occasion  I  observed 
that  the  upper  half  of  the  specimen  was  darker  than  the  lower. 
On  Thursday,  5th  July,  she  complained  of  pains  in  her  feet, 
which  she  attributed  to  rheumatism.  On  examining  them  I 
found  no  detectable  cause  for  the  pain.  It  was,  however,  very 
severe,  and,  as  she  had  been  imabie  to  sleep  for  several  nights, 
the  Resident  gave  her  I  gr.  morphia  hypodermically.  On  the 
following  day  she  was  unable  to  feed  herself  owing  to  weakness 
in  her  arms.  Instead  of  giving  her  a  hypodermic  of  morphia  I 
tried  to  combat  the  sleeplessness  by  the  three  fifteens.  The  loss 
of  power  increased,  and  on  Saturday,  7th  July,  she  could  not 
move  her  arms  at  all,  and  was  so  ill  and  feeble  that  slie  practically 
could  not  move  in  l)ed.  Tlie  urine  retained  all  through  its  peculiar 
colour,  varying  a  little  bit  in  the  depth  of  its  tint  from  day  to  day. 

I  submit  for  your  inspection  a  specimen  taken  shortly  after 
her  admission  to  hospital,  one  a  little  past  the  middle  of  her 
illness,  and  one  near  the  close  of  it.  No  preservative  has  been 
added,  and,  notwithstanding  the  fact  that  the  specimens  are 
nearly  three  years  old,  they  show,  I  think,  wonderfully  little 
evidence  of  decomposition  so  far  as  the  senses  of  sight  and 
smell  are  concerned. 
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The  urine  was  always  acid,  it  contained  no  albumen,  no 
sugar,  no  indican  (practically),  and  no  acetone.  It  gave  no 
reaction  with  Ferric  chloride2,  and  did  not  respond  to  the 
guaiacum  test.  It  stained  the  patient's  night-gown  red. 
Microscopic  examination  disclosed  chiefly  squamous  epithelial 
cells  and  a  few  crystals. 

The  colour  was  the  remarkable  and  puzzling  feature.  The 
urine  contained  a  cliromogen,  which,  on  standing,  presumably 
by  oxidation,  gave  rise  to  this  red  tint.  With  Professor 
Werner's  assistance  we  found  that  the  colour  was  not  soluble 
in  chloroform,  ether  or  amyl  alcohol  in  acid  solution.  It  was 
destroyed  by  an  alkali,  but  returned  on  acidification.  Strong 
HCl.  produced  no  change,  but  it  was  possible  that  strong 
HNO3  slightly  decolourised.  I  had  never  seen  a  specimen 
of  urine  like  this,  but  I  had  read  of  hsematoporphyrinuria 
occurring  after  large  doses  of  trional  and  suphonal.  True  my 
patient  had  taken  for  four  nights  15  grains  of  trional  each 
night,  but  fortunately  I  had  the  specimen  of  urine  she  had 
passed  three  clear  weeks  before  she  had  had  a  grain  of  sul- 
phonal  or  trional,  and  it  was  if  anything  a  deeper  red  than 
what  she  passed  during  or  subsequent  to  the  administration  of 
trional.  And  here  let  me  say  that,  after  a  most  exhaustive 
inquiry,  I  am  perfectly  satisfied  that  she  had  not  taken  trional 
or  sulphonal  during  or  antecedent  to  the  passing  of  this  first 
specimen.  In  my  perplexity  I  turned  to  my  old  teacher, 
Dr.  W.  G.  Smith,  and  we  spent  an  hour  one  July  evening 
puzzling  over  the  specimen.  Dr.  Smith  examined  it  for  urobilin 
most  carefully  with  Zn.  CI.2  and  NH4OH,  but  we  obtained  no 
trace  of  green  fluorescence.  The  spectroscopic  examination 
gave  some  support  to  the  view  that  hsematoporphyrin  was 
present,  but  it  was  impossible  to  obtain  perfectly  satisfactory 
absorption  bands.  I  left  some  of  the  specimen  with  him,  and 
on  the  following  day  he  sent  me  a  card  to  say  that,  on  re- 
examination of  the  fluid  in  a  conical  vessel — i.e.,  in  dift'erent 


76  A  Fatal  Case  of  "Port  Wine  Urine.''' 

thicknesses — the  specimen  agrees  closely  with  that  given  by 
acid  hgematoporphyrin.  He  subsequently  showed  the  speci- 
men to  Professor  Hartley,  who,  I  suppose,  is  one  of  the  greatest 
authorities  on  spectroscopic  analysis  in  Ireland,  if  not  in  the 
United  Kingdom, 

Meanwhile,  my  patient  was  sinking.  I  had  the  benefit 
of  the  assistance  of  my  colleagues — Dr.  Moorhead,  Dr. 
Johnston  and  Dr.  Moore.  They  all  agreed  with  me  that 
physical  examination  failed  to  find  any  cause  for  her  symptoms. 
It  was  difficult  to  give  her  any  sleep.  Constipation  was 
troublesome  all  through.  It  was  met  by  enemata ;  by 
MgS04  and  Nag  SO4  given  by  the  mouth,  and  by  washing  out 
the  bowel.  Her  voice  was  becoming  feeble,  her  pupils  were 
large,  and  she  was  restless — wanting  to  be  moved  in  bed. 

On  Tuesday,  10th,  I  made  a  rectal  examination ;  the  bowel 
was  almost  empty,  and  I  noticed  that  the  sphincter  did  not 
grip.  She  could  no  longer  retain  enemata,  the  fluid  poured 
out  as  fast  as  it  was  injected,  and  she  commenced  to  pass 
under  her. 

No  English  writer,  so  far  as  I  know,  has  done  more  work  on 
haematoporphyrinuria  than  Dr.  Garrod,  so  on  this  day  I 
posted  him  a  specimen  of  the  urine,  a  brief  history  of  the  case, 
and  a  prepaid  telegram  form.  He  wired  back: — "  Hajmato- 
porphyrinuria,  trional  type  ;  give  alkali  freely,"  and  wrote 
me  a  long  letter,  from  which  the  following  is  an  extract:  — 
"  I  do  not  think  there  can  be  any  doubt  that  the  case  is  one 
of  haematoporphyrinuria,  due  to  trional.  This  specimen  is 
very  rich  indeed  in  urobilin,  which  has  been  the  case  in  other 
trional  specimens  as  distinguished  from  siilphonal  ones.  The 
haematoporphyrinuria  seems  to  be  largely  in  chromogen  form, 
as  the  band  appears  much  more  clearly  when  it  is  warmed 
with  hydrochloric  acid.  In  Rolleston's  case  only  three 
20-grain  doses  of  trional  had  been  given,"  ,  .  ,  As  there 
is    reason     to     think    that    acidosis    plays    an     important 
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part  in  these  cases  I  suggested  giving  alkali  freely  in  my 
telegram,  I  have  certainly  thought  that  in  some  cases  it 
has  saved  the  patient." 

I  subsequently  sent  fuller  details  of  the  case  to  Dr.  Garrod 
and  he  replied  as  follows: — "This  makes  the  case  still  more 
interesting.  I  have  no  doubt  that  the  condition  is  what  is 
known  as  haematoporphyrinuria,  although  the  more  one  sees 
of  such  urine  the  less  the  part  played  by  hsematoporphyrin 
appears.  The  colour  is  certainly  due  to  other  pigments.  The 
main  colour,  as  in  other  such  urines,  is  due  to  a  red  pigment 
which  is  completely  carried  down  by  basic  lead  acetate,  and 
which  is  not  hsematoporphyrin  or  urobilin.  This  urine 
contains  certainly  less  hsematoporphyrin  than  many  of  its 
class  do." 

Acting  on  Dr.  Garrod's  advice  I  increased  the  amount  of 
alkali  she  was  taking,  but,  as  she  was  getting  worse  and 
swallowing  was  becoming  difficult,  I  thought  it  advisable  to 
try  if  her  blood  gave  any  support  to  the  view  that  acidosis 
played  any  part  in  the  production  of  her  symptoms.  I 
removed  some  of  her  blood  in  a  tube,  and  Dr.  0 "Sullivan 
found  that  the  alkalinity  was  nearly  twice  as  high  as  it  ought 
to  be.  A  microscopic  examination  of  her  blood  showed  that 
the  cells  were  normal  except  a  slight  polymorphonuclear 
leucocytosis. 

Her  arms  were  completely  paralysed  ;  her  legs  almost 
paralysed ;  her  rectal  and  vesical  spincters  paralysed  ;  her 
muscles  of  deglutition  were  so  profoundly  affected  that  to 
see  her  attempting  to  swallow  was  painful ;  her  knee-jerks 
were  abolished  ;  and  there  was  loss  of  sensation  to  touch, 
but  sensation  to  strong  pressure  or  pricking  remained. 

To  produce  anything  worthy  of  the  name  of  sleep  was  an 
impossibility,  the  hypodermics  of  morphia — from  \  to  i  gr. — 
made  her  think  she  slept,  though  she  was  talking  all  the  time. 
She  remained  conscious  till  very  near  the  end,  which  occurred 
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a  little  over  two  weeks  after  her  admission  to  hospital,  and  in 
less  than  seven  weeks  from  the  onset  of  her  symptoms. 

Knowing  the  interest  which  Dr.  Vaughan  Hartley  takes  in 
metabohsm,  I  sent  him  a  specimen  of  the  urine  about  the  same 
time  that  I  forwarded  it  to  Dr.  Garrod.  He  replied  that  he 
thought  there  could  be  no  doubt  about  it  containing  hgemato- 
porphyrin,  and  that  in  all  probability  sulphonal  was  the  cause. 
At  any  rate  it  was  always  due  to  some  low  metabohsm.  There 
is  supposed  to  be  no  treatment  except  rest,  but  it  appeared  to 
him,  although  he  had  not  tried  it,  that  purgation  with  calomel 
and  infusion  with  blood  would  be  a  good  line  of  treatment. 
I  had  no  opportunity  of  trying  Dr.  Hartley's  suggestion,  as 
the  patient  died  within  twenty-four  hours  of  receipt  of  his 
letter. 

This  case  may  be  briefly  summed  up  as  follows: — Com- 
paratively sudden  onset  in  a  person  previously  healthy ; 
symptoms — abdominal  pain,  vomiting,  loss  of  appetite, 
constipation,  prostration ;  temporary  rally.  Relapse — 
marked  sleeplessness ;  constipation ;  weakness  passing  into 
almost  complete  paralysis  of  upper  and  lower  extremities  ; 
loss  of  sensation  to  touch  ;  abolition  of  knee-jerks  ;  relaxation 
of  sphincters ;  paralysis  of  deglutition  ;  persistence  of  mental 
clearness  till  near  end  ;  death  within  seven  weeks  from  onset. 
Urine  all  through  contained  a  chromogen  which  on  oxidation 
produced  a  red  tint  of  varying  intensity.  The  case  appears 
to  be  one  of  profound  toxaemia  of  obscure,  possibly  gastro- 
intestinal, origin,  tenninating  by  production  of  multiple 
peripheral  neuritis,  and  accompanied  by  a  perversion  rather 
than  an  excess  of  erythrocytic  metabolism. 

Similar  cases  are,  I  think,  not  numerous.  Vaughan  Hartley 
published,  in  the  Lancet  in  1890,  two  remarkable  cases  entitled 
*'  Two  fatal  cases  of  an  unusual  form  of  nerve  disturbance 
a.s8ociated  with  dark  red  urine,  probably  due  to  defective 
nerve    oxidation."     Chief    symptoms: — Insomnia    (total    or 
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partial) ;  diminution  of  the  reflexes,  with  marked  muscular 
prostration,  followed  by  coma  rapidly  ending  in  death. 
Symptoms  associated  with  ischuria,  and  the  urine  contains 
abnormal  substances  related  to  the  chromogen  group. 

The  chief  clinical  features  of  one  of  Dr.  Hartley's  cases  may 
be  briefly  summarised  as  follows:  — 

Mrs.  T.,  aged  twenty-seven,  admitted  to  the  Royal  Infirmary 
on  April  4th,  1890,  complaining  of  sleeplessness  and  pains  all 
over  the  body.  Up  to  five  weeks  previously,  when  she  had  been 
married,  her  health  had  been  quite  good.  One  week  after 
marriage  she  became  nervous  and  sleepless  without  any  assignable 
cause.  These  symptoms  increased,  and  she  began  to  be  troubled 
with  a  painful  feeling  of  weight  over  the  thorax  and  abdomen. 

Dr.  Matheson  tried  hypnotics,  sulphonal  and  chloral,  but 
withoixt  success.  She  soon  became  listless,  and  began  to  talk 
in  a  wandering  manner. 

On  admission  she  was  emaciated,  pale,  with  a  vacant  expression. 
She  complained  of  a  want  of  power  in  her  limbs,  and  on  the  first 
night  could  not  move  them  at  all.  On  the  following  day  she  was 
able  to  move  them  slightly,  but  with  a  great  lack  of  energy. 
Her  muscles,  though  somewhat  flabby,  were  not  atrophied,  and 
there  were  no  signs  of  paralysis  beyond  the  weakness  referred  to. 
Although  she  appeared  perfectly  conscious  of  what  was  said 
to  her  she  replied  sluggishly  and  wandered  at  times. 

On  physical  examination  nothing  was  found  in  chest  or  abdomen. 
Pulse  =  114,  weak  and  soft.  No  appetite,  but  considerable 
thirst.  Bowels  were  constipated.  In  spite  of  hypnotics,  quiet 
and  darkness,  sleep  was  practically  in  abeyance.  She  remained 
in  much  the  same  condition,  only  getting  more  and  more 
exhausted  from  the  want  of  sleep,  till  the  third  day  after  admission, 
when  she  somewhat  suddenly  died  in  a  state  of  collapse.  She  only 
lost  consciousness  for  about  ten  minutes  before  death. 

No  fost-mortem.  Th  e  urine  was  of  a  port  wine  colour  ;  quantity, 
from  8-12  ounces  per  diem  ;  specific  gravity,  1028-1032.  No 
albumen,  sugar,  bile  or  blood. 

Conclusions :  — 

(1)  There  is  a  small  group  of  cases  of  a  very  grave  character 


80  A  Fatal  Case  of  "Port  Witie   Urine." 

of  whicli  the  syndrome  consists  of  abdominal  pain,  vomitings 
sleeplessness,  great  prostration  and  death,  in  which  the  nrine 
is  of  a  red  colour.  In  these  cases  no  drug  capable  of 
producing  the  s^Tnptoms  has  been  taken. 

(2)  There  is  a  larger  group,  with  similar  s}Taptoms,  in  which 
trional  and  sulphonal  have  been  taken. 

(3)  In  both  groups  probably,  but  certainly  in  the  first,  the 
red  pigment  is  not  haematoporphyrin,  and,  though  haemato- 
porph}Trin  may  be  present,  it  is  misleading  to  name  the 
condition  after  it. 

(4)  Inasmuch  as  sleeplessness  is  one  of  the  most  intractable 
sjmptoms,  it  is  possible  that  the  causative  part  played  by 
sulphonal  and  trional,  even  in  the  second  group,  has  been 
exaggerated. 


A  NOTE  ON  GROCCO'S  PARAVERTEBRAL  TRIANGLE. 

By  T.  GILLMAN  MOORHPLVD,  M.D.,  F.R.C.P.L ; 
Physician  to  the  Royal  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Medicine,  May  14,  1909.] 

In  1902,  at  one  of  the  Italian  Medical  Congresses,  Groeco 
called  attention  to  a  new  pli}'^ical  sign  which  he  had  observed 
in  cases  of  pleural  effusion,  and  which  he  believed  to  be  of 
importance  in  the  diagnosis  of  effusion.  The  sign  consists 
of  a  triangular  area  of  dulness  present  on  the  healthy  side, 
its  base  lying  horizontally  about  the  level  of  the  twelfth  rib, 
and  with  its  apex  at  the  level  of  the  upper  margin  of  the  fluid 
on  the  diseased  side.  The  sides  of  this  triangle  are  formed 
by  the  vertical  line  of  the  vertebral  spines  internally,  and 
externally  by  an  oblique  hne  joining  the  apex  and  the  outer 
extremity  of  the  base.  The  base  itself,  as  described  by 
Groeco,  varies  in  length  from  3  to  10  cms.,  the  exact  length 
being  apparently  independent  of  the  size  of  the  effusion. 
This  triangle  is  now  generally  known  as  the  paravertebral 
triangle. 

Grocco's  discovery  soon  led  to  an  increased  degree  of  care- 
being  taken  in  the  percussion  of  the  basal  portions  of  the 
thorax,  and  many  observers  confirmed  and  extended  his 
original  results,  so  that  at  present  there  appears  to  be  a 
general  consensus  of  opinion  as  to  the  presence  of  the  sign 
in  cases  of  pleural  effusion  and  as  to  its  absence  in  most  other 
pathological  conditions  of  the  thorax.  As  far  as  I  am  aware, 
the  sign  has  not  previously  been  discussed  at  the  Academy, 
and,  in  consequence,  I  thought  it  might    prove    of    interest 

T.  F 
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to  bring  down  my  own  rather  meagre  observations,  which 
extend  over  the  last  three  years,  with  the  object  of  eliciting 
the  experience  of  other  members  of  the  Academy. 

Before,  however,  relating  my  own  conclusions,  I  may, 
perhaps,  be  permitted  to  deal  first  with  the  various  explana- 
tions that  have  been  offered  to  account  for  the  dulness,  and, 
secondly,  with  its  value  as  a  sign. 

The  explanations  are  three  in  number,  and  may  be  rapidly 
dealt  mth.  They  are  as  follow  : — (1)  Some  observers  have 
stated  that  the  dulness  is  normally  present  on  both  sides, 
but  has  hitherto  been  overlooked.  These  Avould  ascribe 
its  presence  to  the  increase  in  thickness  of  the  erector- spinal 
muscle  that  takes  place  from  above  downwards.  This  theory 
may  be  at  once  disproved,  either  by  percussion  of  a  healthy 
chest  and  by  comparison  of  the  note  obtained  with  that 
over  a  true  paravertebral  triangle,  or  by  observing  the  dis- 
appearance of  the  triangle  subsequent  to  removal  of  fluid 
in  cases  of  effusion.  (2)  Ewart,  who  was  apparently  the 
fiist  to  make  use  of  the  sign  in  this  country,  and  Forbes-Ross 
attribute  the  dulness  to  a  dampening  effect  exerted  by  the 
effusion,  and  preventing  the  vertebral  column  from  con- 
ducting the  resonance  of  the  sound  side.  This  dampening 
effect,  they  maintain,  would  be  exerted  to  a  greater  extent 
at  the  lower  part  of  the  thorax,  where  the  costo-vertebral 
space  is  deep,  and  the  fluid  abundant,  than  above,  where  the 
fluid  is  more  scanty,  and  the  costo-vertebral  space  shallow. 
Possibly  this  explanation  is  partially  correct,  but  in  dealing 
with  the  third  theory  we  ^vill  see  that  there  is  evidence  to 
show  that  the  present  one  is  not  the  sole  explanation.  (.'3)  The 
third  theory  explains  the  dulness  by  mediastinal  displace- 
ment, and  by  consequent  slight  condensation  of  the  base  of 
the  healthy  lung.  In  favour  of  this  view  we  have  (a)  the 
experiments  of  Baduel  and  Siciliano,  who  have  been  able  to 
produce  the  characteristic  triangle  by  injections  of  gelatin 
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into  one  pleural  cavity  of  a  cadaver,  and  have  shown  bv 
dissection  that  the  injection  causes  distinct  mediastinal 
displacement ;  and  (6)  a  case  reported  by  Keith  in  a  full 
term  foetus  with  massive  effusion,  in  which  the  mediastinal 
mesentery  that  extends  from  the  back  of  the  pericardium 
to  the  vertebral  column,  was  displaced  to  the  sound  side 
by  the  fluid.  This  mesentery,  as  Keith  points  out,  is  not 
usually  described  by  anatomists,  but  when  viewed  from  the 
back,  it  can  be  seen  to  constitute  a  distinct  fold  of  pleura 
swinging  the  heart  in  position  within  the  thorax.  A  trans- 
verse section  through  a  thorax,  hardened  by  formalin,  will 
readily  display  this  mesentery,  and  will  also  demonstrate 
how  readily  it  could  be  dra^vn  over  to  the  sound  side  by  the 
greater  negative  intrapleural  pressure  that  exists  on  that  side 
in  cases  of  unilateral  effusion.  It  will  be  noted  that  this 
mesentery  extends  upwards  only  to  about  the  level  of  the 
fourth  dorsal  vertebra. 

As  regards  the  value  of  the  sign,  all  physicians  will,  I  think, 
be  agreed  that  any  aid  to  the  diagnosis  of  effusion  in  doubtful 
cases  is  to  be  welcomed.  Most  observers  who  have  studied 
the  sign,  moreover,  insist  upon  its  value,  and  Ewart  goes 
so  far  as  to  call  it  the  "  crucial  sign  "  of  pleural  effusion,  when, 
as  is  sometimes  the  case,  the  dulness  can  be  sho\vn  to  dis- 
appear when  the  patient  lies  on  the  diseased  side.  My 
own  conclusions,  stated  briefly,  are  as  follow  : — 

(1)  The  sign  is  found  only  in  cases  of  pleural  effusion,  and  is 
absent  in  pneumonia  and  pulmonary  fibrosis.  I  have  been 
unable  to  satisfy  myself  of  the  presence  of  a  bilateral  para- 
vertebral triangle,  such  as  has  been  described  by  Ewart,  in 
cases  of  ascites,  and  attributed  by  him-  to  a  bilateral  dampen- 
ing effect  exerted  b-y  the  intraperitoneal  fluid  on  the  vertebral 
column.  I  have  not  met  with  any  case  of  pericardial  effusion 
with  dorsal  dulness  since  I  commenced  to  study  the  sign,  nor 
have  I  since  then  seen  any  case  of  subphrenic  abscess,  but  I 
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can  readily  understand  the  presence  of  a  small  paravertebral 
triangle  in  cases  of  sub- diaphragmatic  suppuration. 

(2)  The  sign  is  not  present  in  all  cases  of  pleural  effusion. 
I  personally  found  it  in  fourt^ien  out  of  nineteen  cases  only. 
This  is  in  agreement  with  the  earlier  obser\'ations  of  others,  but 
most  clinicians  now  maintain  its  invariable  presence  in 
effusion.  I  have  not  observed  any  difference  varying  mth  the 
side  on  which  the  effusion  existed,  though  some  maintain  that 
the  dulness  is  best  marked  when  the  effusion  is  on  the  right  side. 

(3)  The  sign,  when  present,  is  of  great  value  ;  its  absence 
is  of  less  importance. 

(4)  If  the  sign  has  once  been  observed  to  be  present  its 
disappearance  is  of  great  value  in  distinguishing  between 
thickened  pleura  and  persistent  effusion. 

(5)  I  have  never  obser^^ed  the  dulness  to  extend  above 
the  fourth  dorsal  spine,  even  when  the  effusion  filled  the 
entire  chest.  This  observation  does  not  agree  with  the  state- 
ments of  Ewart  and  others,  but  I  am  convinced  of  its  correct- 
ness in  the  few  cases  I  have  examined.  I  believe,  moreover, 
that  the  reason  for  my  finding  is  to  be  found  in  the  fact  that 
the  easily  movable  mediastinal  mesentery  does  not  extend 
above  the  fourth  dorsal  spine.  Above  that  level  lies  the 
superior  mediastinum,  in  which  the  structures  are  less  readily 
movable.  This  observation,  therefore,  which  I  have  fre- 
quently demonstrated  to  the  class,  is  a  further  point  in  favour 
of  the  dulness  being  caused  by  mediastinal  displacement. 


Dr.  Kirkpatrick  said  he  had  looked  for  the  sign  durmg  the 
past  two  years,  and  liad  endeavoured  to  demonstrate  it.  He 
could  sometimes  demonstrate  it  to  his  own  satisfaction,  but  he 
had  often  failed  to  do  so  to  others  lookins^  on.  It  was  in  cases  of 
small  effusion  that  the  sign  was  of  particular  value,  and  it  was  in 
such  cases  that  it  was  very  difficult  to  elicit  it. 

Dr.  W.  G.  Smith  said  that,  short  of  post-tnortem  evidence,  some 
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mystification  hung  over  tbe  subject.  It  took  ten  ounces  of  fluid 
to  produce  recognisable  physical  signs,  and  in  cases  of  large 
effusion  the  sign  was  hardly  necessary. 

Dr.  Moorkeap,  in  reply,  said  he  was  an  advocate  of  early 
removal  of  fluid,  and  endeavoured  to  demonstrate  it.  In  three  of 
the  five  cases  in  which  he  did  not  get  the  sign  he  also  demon- 
strated fluid,  but  he  had  not  been  able  to  demonstrate  the 
relationship  between  the  size  of  the  triangle  and  the  effusion. 


A  CASE  OF  GLIOMA  OF  THE  SPINAL  CORD. 

By  GEORGE  PEACOCKE,  M.D.,  F.R.C.P.L  ; 
Phjsician  to  the  Adelaide  Hospital. 

[Read  in  the  Section  of  Medicine,  May  14,  1909.] 

Case. — A  girl,  aged  eleven  years,  was  admitted  to  tlie  Adelaide 
Hospital,  under  my  care,  on  Friday,  March  19,  and  died  about 
ten  hours  after  admission.  She  was  one  of  a  family  of  ten.  Her 
father  died  about  six  years  pre\nously  from  pulmonary  tubercu- 
losis. Her  mother  is  alive  and  healthy.  One  brother  died 
suddenly  at  the  age  of  sixteen  from  heart  disease,  and  a  sister 
died  from  scarlatina.  The  other  members  of  the  family  are  alive 
and  well,  but  none  of  them  are  very  strong  or  robust.  With  the 
exception  of  an  attack  of  typhoid  fever  when  an  infant  she  had 
not  suffered  from  any  serious  illness,  but.  like  the  other  members 
of  the  family,  she  was  not  a  strong  child,  and  was  a  mart\T  to 
chill  blains. 

For  the  past  six  years  she  had  been  an  imnate  of  a  small 
orphanage  in  the  neighbourhood  of  Dublin,  where  I  have  every 
reason  to  know  she  was  well  looked  after. 

Five  weeks  before  her  death  she  complained  one  morning  of 
pain  and  stiffness  in  her  neck,  and  it  was  noticed  that  she  kept 
her  head  bent  over  to  the  left  side.  She  was  otherwise  in  her 
usual  health,  and  it  was  thought  she  had  simply  got  a  "  stiff  neck." 
As  her  neck  did  not  improve  during  the  next  two  or  three  days, 
she  was  seen  by  the  local  doctor,  who  agreed  with  the  diagnosis 
already  made.  He  saw  her  altogether  on  three  or  four  occasions, 
but  apparently  no  symptoms  presented  themselves  suggestive  of 
any  grave  disorder. 

On  Friday,  March  12,  a  week  before  her  admission  to  hospital, 
though  still  suffering  from  a  stiff  neck,  she  was  able  to  amuse 
herself  with  licr  playmates  on  a  fly-pole  in  the  grounds.  On  that 
evening  her  mother  went  down  to  see  her,  and,  finding  that  she 
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was  still  complaining  of  her  ueck,  brought  her  back  to  town  in 
order  to  have  further  advice. 

On  her  arrival  home  her  mother  noticed,  when  at  tea,  that  the 
girl  did  not  use  her  right  hand,  and  was  apparently  unable  to  do  so. 
She  seemed  out  of  sorts,  tired,  and  had  very  little  appetite. 

On  Saturday  and  Sunday  she  remained  in  much  the  same 
condition,  but  on  Monday,  as  she  was  not  so  well,  her  mother  sent 
for  a  doctor  who  lived  near.  On  Tuesday  she  complained  of 
severe  pain  at  the  back  of  her  neck  and  down  her  spine,  and  could 
not  bear  to  be  moved.  The  pain  was  more  severe  on  Wednesday, 
she  had  not  passed  any  water  since  the  previous  morning,  and 
the  bladder  w-as  emptied  by  a  catheter.  She  was  able,  though 
with  difficulty,  to  raise  her  right  leg  slightly  of!  the  bed,  but  her 
right  arm  w^as  paralysed.  There  was  no  improvement  in  her 
condition  on  Thursday,  and  on  Friday  she  was  admitted,  about 
noon,  to  hospital.  Her  temperature,  which  had  been  taken  during 
the  week  previous  to  her  admission,  was  on  all  occasions  sub- 
normal. 

I  saw  her  almost  immediately  after  her  admission,  and  she  then 
appeared  to  be  very  ill.  She  was  lying  on  her  back,  and  resented 
any  examination,  owing  to  the  pain  produced  by  the  slightest 
movement.  She  was  quite  conscious  ;  her  face  was  deadly  pale, 
with  a  marked  cyanotic  hue  ;  her  respirations  w^ere  frequent,  and 
an  examination  of  her  chest  revealed  abundant  fine  r&,les  over  the 
front  on  both  sides.  The  back  could  not  be  examined.  The 
breath  sounds  over  the  middle  lobe  of  the  right  lung  were 
pneumonic  in  character.  Her  heart  sounds  were  normal  in 
character,  but  feeble.  Her  bladder  was  distended,  and  a  pint  of 
normal  urine  was  withdrawn  by  catheter.  Her  right  arm  and 
leg  were  paralysed,  but  sensation  was  present,  both  tactile  and 
painful.  Her  left  leg  and  arm  appeared  to  be  unaffected.  The 
knee-jerk  was  slightlv  present  in  the  right  side  ;  absent  in  the 
left. 

I  saw  her  again  in  the  evening,  shortly  before  her  death,  and 
found  the  pulmonary  signs  had  cleared  up,  with  the  exception  of 
those  in  the  right  middle  lobe.  Her  breathing  was  more  rapid* 
and  her  whole  appearance  that  of  approaching  death — anxious 
expression,  witli  livid  pallor  of  the  face.  She  was  quite  conscious, 
her  one  wish  lieing  not  to  be  moved  on  account  of  the  pain  it  gave 
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her.  Her  left  leg  and  arm  had  become  paralysed.  Death 
<x;ciirred  as  the  result  of  respiratory  failure. 

Twenty-four  hours  after  death  we  made  a  fost-mortem.  The 
abdominal  organs  and  heart  were  normal.  The  middle  lobe  of 
the  right  limg  was  consolidated,  but  otherwise  the  lungs  were 
normal. 

Professor  J.  A.  Scott  has  kindly  furnished  me  with  the  following 
account  of  the  appearances  presented  by  the  central  nervous 
system  : — 

On  removing  the  brain,  in  the  section  of  the  spinal  cord,  there 
was  apparently  a  blood  clot  in  the  centre  of  the  cord.  The 
spinal  cord  was  then  removed  and,  with  the  brain,  hardened 
with  formalin. 

Vertical  cross  sections  of  the  brain  showed  nothing  abnormal 
in  front  of  the  cms  cerebri.  The  pons  and  medulla  were 
separated  from  the  cerebellum,  and  cross  sections  were  made  at 
intervals  of  a  couple  of  millimetres. 

The  pons  was  normal,  as  was  the  upper  portion  of  the  medulla. 

At  about  the  level  of  the  calamus  scriptorum  the  blood  dis- 
coloration could  be  first  seen  near  the  posterior  surface;  from  this 
it  could  be  traced  downward  in  the  successive  sections  for  a 
distance  of  about  11  centimetres,  into  the  upper  part  of  the 
cervical  cord.  At  its  commencement  above  it  appeared  as  a 
somewhat  circular  spot,  about  3  millimetres  in  diameter,  with  a 
slightly  lighter  centre,  while  10  centimetres  down  it  was  about 
2  millimetres  long  and  1  millimetre  wide,  lying  to  the  right  side. 
Between  10  centimetres  and  11  centimetres,  where  it  terminated, 
it  became  a  little  larger — about  2  millimetres  in  diameter — and 
extended  close  to  the  central  commissure  into  the  postero-internal 
column  of  the  opposite  (left)  side. 

Microscopical  sections  were  made  from  portions  taken  in  the 
medulla  and  the  upper  part  of  the  cord.  Both  have  the  same 
structure — that  of  a  glioma,  with  some  small  ha-morrhages 
<lifEu8ed  in  it. 

The  outer  portion  was  composed  of  a  network  of  the  processes 
of  neuroglia  cells,  with  a  number  of  small  round  cells  and  some 
blood-vessels. 

Inside  this  was  a  zone  of  free  blood,  and  in  the  centre  a  hyaline 
substance,  probably  an  albuminous  fluid  fixed  by  the  hardening 
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agents.  In  the  neij^hbourhood  of  the  main  portion  several 
smaller  portions  could  be  seen,  of  which  a  similar  description 
might  be  given. 

The  small  tumour  lay  in  the  postero-internal  column  in  the 
cord,  where  it  pressed  on  the  various  structures  and  considerably 
distorted  the  normal  positions  of  the  white  and  grey  matter.  The 
crossed  pyramidal  tract  in  the  right  side  was  degenerated. 

The  case,  I  think,  presents  several  features  of  interest. 

Firstly,  the  locality  of  the  tumour.  Tumours  of  the  spinal 
cord  are  relatively  rare.  Schlesinger  found  only  147  in 
35,000  autopsies  and  151  in  6,540  tumours.  The  ratio  to 
tumours  of  the  brain  is  one  to  thirteen. 

Secondly,  the  age  of  the  patient  and  the  character  of  the 
tumour.  In  a  table  of  Schlesinger  quoted  by  Starr  the 
proportion  of  meningeal  intradural  spinal  cord  tumours  to 
medullary  was  142  to  125.  Of  these  latter,  tubercle  accounted 
for  62,  glioma  20,  sarcoma  14,  gumma  7.  The  remainder  were 
lipoma,  cysticercus,  melanosarcoma,  neuroma,  or  uncertain. 
Tumours  of  the  spinal  cord  occur  in  childhood,  but  with  less 
frequency  than  in  adult  life.  In  a  series  of  100  cases  as  many 
as  70  were  found  in  patients  over  the  age  of  fifteen  years. 

Thirdly,  the  duration  of  the  symptoms.  Though  the 
duration  varies  somewhat  according  to  the  nature  of  the 
tumour,  it  is,  on  an  average,  about  sixteen  months  from  the 
onset  of  symptoms  to  death.  In  this  case  the  duration  was 
only  five  weeks,  and  a  week  before  death  occurred  the  girl 
seemed  to  be  in  her  usual  health,  except  for  the  pain  and 
stiffness  in  her  neck. 

The  locality  of  the  tumour — viz.,  the  cervical  region — was 
typical  of  glioma  occurring  in  the  spinal  cord,  and  the  tendency 
to  haemorrhages  has  also  been  frequently  observed.  Probably 
hajmorrhage  accounted  for  the  rather  sudden  onset  of  the 
symptoms,  which  caused  a  fatal  tennination  to  the  case. 

The  condition  of  the  patient  on  her  admission  to  hospital, 
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as  well  as  the  short  time  at  my  disposal,  prevented  me  from 
making  as  careful  an  examination  as  I  should  have  wished* 
The  facts  that  I  was  able  to  elicit  were  : — (1)  Motor  paralysis 
commencing  in  the  right  arm,  then  involvmg  the  right  leg,  and 
finally,  shortly  before  death,  the  left  arm  and  leg ;  (2)  no  loss 
of  sensation,  tactile  or  painful,  in  the  legs ;  and  (3)  no 
apparent  wasting  of  the  muscles. 


il 
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SECTION    OF    MEDICINE. 

Friday,  November  6,  1908. 

The  PREsroENT,  Dr.  Walter  G.  Smith,  in  the  Chair. 

Dr.  W.  G.  Smith  gave  an  Address  on  "Baths  and  Mineral 
Waters  and  some  fallacies  connected  therewith."  See  page 
1,  ante. 

Mycosis  Fungoides. 

Dr.  Dempsey  exhibited  a  case  of  mycosis  fungoides  in  a  man 
aged  sixty-two,  by  occupation  a  small  farmer.  Up  till  five  or 
six  years  ago  he  had  enjoyed  perfect  health.  There  was  nothing 
peculiar  in  his  family  history.  At  first  a  rash  appeared  on  his 
back,  and  remained  for  a  year.  It  then  invaded  his  chest  and 
spread  to  his  legs.  It  became  indurated  in  places,  and  was 
also  scaly.  A  year  and  a  half  ago  a  small  lump  appeared  on 
his  shoulder,  and  increased  very  much  in  superficial  extent, 
but  not  in  height.  Other  lumps  followed.  Some  disappeared 
spontaneously  after  a  few  months.  The  general  health  did  not 
suffer  despite  the  extent  of,  and  the  irritation  caused  by,  the 
disease,  but  the  patient  thought  himself  less  able  for  hard  work. 
The  case  was  being  treated  with  X-rays,  and  had  so  far  had 
four  exposures. 

The  President  said  the  disease  was  extremely  rare  in  Ireland. 
He  had  seen  no  case  for  ten  years.  The  name  "  mycosis 
fungoides  "  had  been  introduced  into  the  nomenclature  byAlibert 
a  hundred  years  ago,  and  modern  pathologists  had  not  yet  been 
able  to  give  the  affection  a  definite  place. 


Friday,  December  4,  1908. 
The  President  in  the  Chair. 
Lupus  Mutilans. 
Dr.  W.  G.  Smith  showed  an  unusual  case  of    hipus  mutilans. 
See  page  16,  atite. 
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A  Nervous  Case. 

Dr.  Kirkpatrick  exhibited  a  case,  a  young  man,  who,  five 
years  ago,  noticed  his  legs  becoming  stiff.  He  was  treated,  but 
■without  result,  and  three  months  ago  he  found  himself  unable 
to  walk.  So  far  as  he  could  make  out  there  were  no  weak 
muscles.  There  was  a  curious  tremor,  more  or  less  constant, 
but  there  was  no  absolute  rigidity  of  any  muscle.  lie  had  a  slight 
increase  of  knee-jerks ;  he  had  good  muscular  strength ;  he 
walked  with  some  difficulty,  and  if  he  turned  suddenly  he  was 
incUned  to  fall ;  his  eyes  were  perfectly  normal,  and  he  spoke 
quite  well. 

Dr.  Tra\t:rs  Smith  said  he  had  seen  the  case  five  years  ago, 
and  was  rather  prejudiced  in  favour  of  the  opinion  he  had  then 
formed.     He  thought  the  patient  a  case  of  Friedreich's  ataxy. 

Dr.  Coleman  thought  the  symptoms  could  be  explained  on 
the  assumption  that  the  condition  was  hysterical,  as  the  patient 
had  no  sign  of  organic  disease. 

Dr.  O'Carroll  did  not  think  the  hysterical  condition  would  stand 
five  years,  and  he  was  inclined  to  suspect  the  case  to  be  organic. 

Dr.  Kirkpatrick,  in  reply,  said  the  diagnosis  of  the  case  was 
full  of  difficulty,  but  he  was  inclined  to  think  that  it  was  functional. 

Habit  Spasm. 
Dr.  Coleman  exhibited  a  young  girl  who,  two  months  ago, 
on  going  to  drill  in  an  institution  of  which  she  was  an  inmate, 
noticed  her  right  arm  moving.  The  movement  had  continued 
ever  since,  except  when  she  was  asleep.  It  was  regular,  and  at 
160  to  180  to  the  minute.  There  was  some  loss  of  power,  and 
the  movement  was  intensified  by  resistance,  and  overflowed 
sUghtly  into  the  right  leg.  There  was  nothing  special  in  her 
family  history,  but  he  had  found  that  the  patient  had  been  in 
the  habit  of  using  a  sweeping  brush,  and  the  spasm  was  not 
unlike  that  movement.  Similar  cases  had  been  recorded  in  which 
the  movement  had  persisted  for  some  time,  and  he  took  it  to  be 
hysterical  in  origin. 

Persistent  Ductus  Arteriosus. 
Dr.  Coleman  exhibited  a  girl,  aged  fifteen,  who  had  never 
Buffered  from   any   special  symptoms   except   dyspnoea  on   the 
slightest  exertion.     She  had  always  been  fragile,  but  had  no 
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special  sickness  in  reference  to  her  heart.  She  was  admitted  to 
hospital  a  fortnight  ago,  complaining  for  the  first  time  of  pain  in 
the  region  of  the  heart,  which  passed  off  in  two  or  three  days, 
leaving  her  as  well  as  usual.  On  physical  examination  it  was 
found  that  the  impulse  beat  was  in  the  mammary  line  in  the 
lifth  space,  and  somewhat  diffuse,  and  on  palpation  a  remarkable 
thrill  was  noticed  in  the  second  and  third  left  ijitercostal  spaces. 
Another  more  abrupt  impulse  was  felt  opposite  the  third  left 
space  at  the  edge  of  the  sternum,  which  coincided  with  the  second 
sound.  There  was  a  very  remarkable  thrill  along  the  left  border 
of  the  sternum,  which  began  immediately  after  systole,  and 
extended  almost  up  to  the  next  systole.  On  auscultation  a  very 
loud  murmur  was  heard,  the  maximum  intensity  being  in  the 
second  intercostal  space  about  an  inch  to  the  left  of  the  margin 
of  the  sternum.  The  time  of  this  murmur  was  late  systolic. 
It  persisted  for  a  considerable  time  into  diastole,  and  was  heard 
as  a  practically  continuous  murmur  up  to  the  next  first  sound. 
There  was  no  cyanosis,  but  the  state  of  the  blood  was  as  in  con- 
genital heart  disease.  Some  cases  identified  as  persistent  ductus 
arteriosus  by  Dr.  Gibson,  of  Edinburgh,  were  identical  with  the 
signs  in  the  present  case.  The  intensified  pulmonary  second 
sound  heard  low  down  was  very  remarkable.  It  was  not  heard 
during  every  heart  beat ;  it  was  generally  present,  but  sometimes 
it  was  absent  for  a  few  beats.  There  was  no  clubbing  of  the 
fingers. 

A  Case  of  Cretinism. 

Dr.  Moorhead  exhibited  a  case  of  cretinism,  a  girl,  aged 
seven  and  a  half  years.  She  had  weighed  four  stone,  and  mider 
thyroid  treatment  went  down  in  about  three  weeks  to  two  stone 
eight  and  three  quarter  pounds.  The  weight  had  been  almost 
steady  since.  On  diminishing  the  dose  the  child  became  irritable, 
and  apparently  was  going  back.  The  actual  dose  now  being 
given  was  ten  grains  of  thyroid  extract  daily.  That  was  above 
the  dose  generally  recommended,  but  he  had  found  an  immediate 
improvement  in  the  mental  symptoms  on  six  grains  a  day.  The 
actual  improvement  for  the  last  three  months  had  been 
remarkably  slow. 

The  President  said  the  condition  had  become  extremely 
rare  in  the  British  Isles,  and  thev  were  not  very  well  able  to  fix 
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its  pathological  boundaries.  It  was  associated  at  one  time  with 
enormously  large  thyroids,  and  at  another  time  with  atrophied 
thyroids. 

Dr.  Coleman  said  he  was  inclined  to  think  that  sporadic 
cretinism  was  not  so  very  imcommon,  as  he  had  seen  four  cases 
during  the  past  twelve  or  fifteen  years. 


Friday  January  15,  1909. 
The  President  in  the  Chair. 

'Notes  on  a  Yearns  Mental  Hospital  Work. 
Dr.  Dawson  read  a  short  paper  on  above.     See  page  20,  ante. 

Note  on  Poliomyelitis  of  the  Conus  Medidlaris. 

Dr.  0' Carroll  read  an  account  of  a  case  of  the  above.     See 
page  34,  ante. 

Intracranial  Tumour. 

Dr.  Drury  read  the  history  of  a  case  of  the  above.     See  page 
37,  ante. 

Friday  February  26,  1909. 
The  President  in  the  Chair. 

The  Prognosis  in  Valvular  Disease  of  the  Heart 
Sir  J.  F.  H.  Broadbent,  Rart.,  opened  a  discussion   on  the 
above.     See  page  43,  ante. 


Friday,  March  26,  1909. 
The  President  in  the  Chair. 

Gas  in  the  Stomach  :   its  Causation  and  Treatment. 
Dr.  Cahill  read  a  paper  on  above.     See  page  64,  ante. 

A  fatal  case  of  "Port    Wine  Urine"  (IlfBmatoporphyrinuria). 
Dr.  Parsons  read  a  paper  on  above.     See  page  73,  ante. 
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Friday,  May  14,  1908. 
The    Prksident    in    the   Chair. 

Progressive  Bulbar  Paralysis. 
Drs.  O'Carroll  and  Purser  exhibited  a  case  of  progressive 
bulbar  paralysis  in  a  man,  fifty-six  years  of  age.  A  year  ago  the 
patient  first  noticed  a  certain  amount  of  difl&culty  in  his  speech. 
It  was  very  indistinct,  but  still  intelligible.  He  was  now  hardly 
able  to  protrude  the  tongue  beyond  the  lips.  He  had  a  little 
difficulty  in  getting  food  back,  but  he  did  not  complain  of  diffi- 
culty in  swallowing,  except  occasionally  with  liquids.  He  com- 
plained of  difficulty  in  holding  his  head  up.  There  was  a  little 
wasting  of  the  musch-s  of  the  thumb,  and  of  the  biceps  and 
triceps  of  the  right  side.  The  knee-jerks  of  each  side  were  sharp, 
and  occasionally,  on  stroking  the  sole  of  the  left  foot,  Babinski's 
sign  was  foimd.  They  also  exhibited  a  case  which  had  been 
diagnosed  as  locomotor  ataxy.  The  patient  was  a  young  man, 
twenty-thjee  years  of  age,  married  at  nineteen,  the  father  of  two 
healthy  children.  There  had  been  no  miscarriages.  There  was 
a  distinct  history  of  congenital  lues.  About  a  year  ago  he  got 
suddenly  weak  in  his  left  leg,  with  a  pain  in  his  kneo»  Since  then 
he  had  had  a  progxessive  difficulty  in  walking.  Some  two  years 
previously  he  had  "  seen  double  "  for  a  short  time.  His  present 
condition  was  that  he  had  not  got  paralysis  of  any  muscles,  but 
had  considerable  difficulty  in  walking,  and  was  very  ataxic. 
Absence  of  knee-jerks.  The  pupils  contracted  neither  to  accom- 
modation nor  light.  He  appeared  to  have  no  loss  of  sensation  in 
the  limbs,  but  was  rather  slow  in  recognising  touches  on  the 
left  leg,  especially  from  the  knee  down.  He  had  a  certain  amoimt 
of  difficulty  in  passing  water  ;  he  often  had  to  press,  and  some- 
times it  came  away  without  sufficient  warning.  He  had  always 
been  a  little  deaf. 

Hereditary  Ataxia. 
Dr.  Drury  exhibited  two  cases  of  hereditary  ataxia — sisters, 
aged  eleven  and  thirteen,  who  had  had  the  disease  noticed  about 
three  and  five  years  respectively.  The  younger  was  the  much 
more  advanced  case.  She  stood  fairly  well  with  the  feet  apart,  but 
could  not  balance  at  all  with  her  eyes  closed.    The  elder  girl  had 
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sometimes  a  slisjlit  sViakiug  of  the  hand,  which  was  noticeable  only 
when  \ratohed.  closely.  There  was  no  senr-ory  disturbance,  or 
disturbance  of  the  sphincters.  The  eye- symptoms  were  variable. 
In  the  younger  girl  there  was  slight  nystagmus,  but  some  days 
it  was  absent  altogether.  In  both  cases  there  was  a  total  loss  of 
knee-jerks.  The  Umbs  were  well  nourished.  The  younger  girl 
sho^^  ed  well-marked  lateral  cur\"ature,  and  both  feet  were  getting 
flat.  She  had  a  systolic  murmur  heard  near  the  apex  ;  and  at  the 
base  of  the  heart  she  had  a  loud  systolic  murmur  when  lying  down, 
which  disappeared  when  she  oat  up.  The  day  following  the 
observation  of  the  latter  murmur  it  was  exactly  the  reverse — 
that  is,  it  was  absent  when  lying  down,  and  present  when  erect ; 
it  varied  from  day  to  day.  Her  sister  had  the  same.  When  they 
came  to  hovspital  they  were  very  thin,  but  they  had  grown  fatter, 
and  better  in  colour  after  a  couple  of  montlis  on  arsenic. 

Idiopathic  Muscular  Atrophy. 
Dr.  Druuy  also  exhibited  a  case  of  idiopathic  muscular  atrophy 
in  a  young  man,  aged  twenty-four.  The  patient  had  not  noticed 
anything  peculiar  about  his  conrlition,  except  that  he  knew  he 
was  not  a  very  powerful  person.  There  was  great  thinness  and 
want  of  muscle  everywhere.  There  was  no  actual  atrophy,  but  ho 
took  it  that  the  disease  was  still  in  an  early  stage.  Such  cases  were 
usually  met  with  in  groups,  but  there  was  no  history  of  such  in 
the  present  case.  Although  they  could  not  find  anything  in  the 
way  of  thoracic  disease,  still  he  had  extremely  marked  myoidema. 
lUs  grasp  was  feeble,  but  he  had  quite  well-marked  knee-jerks. 

A  note  on  Grocco's  Paravertebral  Triangle. 
Dk.  T.  G.  jMoorhead  read  a  paper  on  above.      See  page  81. 
ante. 

Glioma  of  the  Spinal  Cord. 
Dr.  Peacocke  road  a  paper  on  a  case  of  irlioma  of  the  spinal 
cord  in  a  girl,  aged  eleven.     See  page  86.  ante. 
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OPERATIONS  FOR  RECTAL  CANCER. 

By  W.  I.  DE  C.  WHEELER,  M.D.,  F.R.C.S.; 

Surgeon  to  Mercer's  Hospital. 

[Read  in  the  Section  of  Surgery,  January  R,  1909.] 

In  discussing  some  of  the  problems  in  connection  with  the 
operations  practised  for  the  removal  of  rectal  cancers  I 
will  confine  my  remarks  to  the  more  usual  class  of  case  in 
which  the  sphincteric  zone  is  not  involved,  and  to  male 
rather  than  to  female  patients.  Although  it  is  usual  to 
consider  the  various  perineal  and  transacral'  routes  as  the 
normal  directions  through  which  to  perform  the  necessary 
removal  of  a  growth,  it  is  obvious  that  these  operations  do 
not  fulfil  the  conditions  required  by  surgery  for  the  extir- 
pation of  malignant  disease  in  other  regions.  Not  only 
is  the  mortality  large  (from  10  tO'  20  per  cent.),  but  glands 
and  suspected  areas  can  only  be  dealt  with  in  a  haphazard 
manner  rendering  recurrence  frequent;  again,  the  resto- 
ration of  sphincteric  control  depends  upon  the  chance  of 
a  mesocolon  not  less  than  six  inches  long,  the  absence  of 
which  necessitates  the  formation  of  an  iliac  or  sacral  anus. 
The  majority  of  operations  carried  out  after  the  manner  of 
Kraske  must  therefore  be  incomplete,  and  in  addition, 
either  before  or  during  the  operation,  it  is  impossible  to  tell 
to  what  extent  the  disease  has  already  travelled.  It  must 
be  quite  a  common  error  to  remove  a  malignant  rectum 
T.  Q 
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through  a  posterior  route  when  dissemination  is  already 
extensive.  This  is  to  be  expected,  seeing  that  the  glands 
which  drain  the  rectum  run  up  to  or  above  the  promontory 
of  the  sacrum  and  are  diseased,  according  to  von  Berg- 
mann,  in  two-thirds  of  all  diagnosable  cases. 

A  recent  paper  on  the  subject  chronicles  eight  cases  of 
cancer  of  the  rectum  which  appeared  favourable  for  opera- 
tion until  an  incision  (made  with  a  view  to  perform  a  pre- 
liminary colostomy  or  an  exploratory  laparotomy)  re- 
vealed cancer  nodules  in  the  peritoneum  and  iliac  glands 
preventing  the  possibility  of  radical  operation.  Kraske 
himself,  in  view  of  numerous  cases  of  recurrence,  aban- 
doned his  own  operation  in  favour  of  some  combined 
method.  I  will  give  a  very  brief  resume  of  three  consecu- 
tive cases  in  my  own  experience  which  impressed  these 
points  on  my  mind.  In  the  first  case  the  growth  in  the 
rectum  could  be  felt  about  a  finger's  length  above  the 
anus,  and,  so  far  a^  could  be  ascertained,  free  from  attach- 
ment in  front  or  behind.  On  this  occasion,  as  no  satisfac- 
tory evacuation  of  the  bowels  could  be  obtained,  and  the 
man  had  been  for  some  time  constipated,  a  preliminaiy 
colotomy  was  performed,  but  before  doing  so  the  hand  was 
passed  into  the  abdomen  only  to  find  the  liver  involved 
and  the  case  consequently  inoperable.  In  the  second  case, 
that  of  a  man  at  present  in  Mercer's  Hospital,  alternate 
diarrhoea  and  constipation  had  (as  is  said  to  be  typical) 
troubled  him  for  some  weeks  and  the  passage  of  mucus 
and  slime  was  noticed  by  the  patient.  A  growth  well 
above  the  sphincteric  zone  was  felt  in  the  rectum  of  this 
man  as  in  the  last,  and  was  freely  movable;  the  man 
looked  in  excellent  health.  I  thought  this  was  an  ideal 
<'ase  to  perform  the  operation  presently  to  be  described, 
and  having  worked  out  the  details  twice  on  the  cadaver  I 
proceeded  to  open  the  abdomen.    The  upper  limits  of  the 
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•growth  could  now  be  felt  in  the  pelvis  freely  movable  on 
the  sacrum  behind  and  unattached  to  the  bladder  in  front. 
One  or  two  glands  could  be  felt  below  the  promontory  of 
the  sacrum.  Before  commencing-  the  removal  of  the 
growth  the  liver  was  examined,  and  here,  to  the  surprise 
of  everyone,  secondary  growths  had  already  appeared. 
These  two  cases  emphasised  the  necessity  of  opening  the 
abdomen  in  future,  and  if  possible  of  doing  a  radical  oper- 
ation in  the  same  manner  as  is  applicable  in  cancer  of  the 
colon  at  a  higher  level.  While  this  patient  was  still  in 
hospital  another  was  admitted,  a  woman,  aged  twenty- 
seven  years,  who  had  not  had  a  motion  for  four  weeks. 
This  case  was  misleading ;  the  patient  told  a  story  as  if 
suffering  from  irritable  ulcer  of  the  rectum,  how  passing  a 
motion  hurt  her,  how  she  postponed  it  only  to  be  caused 
more  intense  pain  at  the  next  evacuation  of  the  bowels, 
and  how  soon  she  was  obliged  to  go  to  bed  after  the  bowels 
had  acted  ;  finally,  the  fear  of  passing  a  motion  drove  her 
for  advice  to  hospital  after  suffering  fix)m  complete  consti- 
pation for  four  weeks.  The  patient  was  ansesth^tised,  and 
the  colon  was  irrigated  for  an  hour  with  oil,  hydrogen 
peroxide  and  quantities  of  water  to  break  down  the  fsecal 
impactions  which  could  be  felt  in  thecsecal  region,  hepatic 
and  splenic  flexures,  and  in  the  descending  colon.  This 
was  accomplished  to  a  certain  extent,  but  by  no  means  a 
complete  evacuation  took  place.  A  rectal  examination 
revealed  a  malignant  stricture,  again  about  a  finger's 
lens-th  from  the  anus.  The  stricture  admitted  the  point 
of  the  finger,  and  the  upper  limit  could  apparently  be 
reached.  The  age  of  this  patient  was  against  her,  and  she 
looked  badly,  yet  there  was  a  hope  that  a  radical  operation 
might  be  poissible,  and  that  her  looks  might  be  largely 
accounted  for  by  the  intense  chronic  obstruction  from 
which  she  had   suffered.     An   incision   was  made   iu   the 
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riglit  iliac  fossa  witli  a  view  of  exploring  tlie  pelvis  and 
liver,  and  of  performing  appendicostomy  or  caecostomy  to 
wash  out  or  to  drain  the  colon  for  a  few  days  prior  to 
radical  removal.  The  liver  was  involved  over  a  limited 
area  together  with  a  mass  of  glands  leading  from  the 
lowest  limit  of  the  pelvic  cavity  upwards  and  inwards 
along  the  course  of  the  inferior  mesenteric  artery.  The 
wound  on  the  right  side  was  closed,  and  a  left  iliac  colos- 
tomy was  performed.  In  all  three  cases  the  abdomen  was 
examined  prior  to  operation  under  an  anaesthetic ;  in  one 
the  conditions  seemed  very  favourable  for  ojjeration,  and, 
in  the  other  two  excisions  of  the  growth  through  a  tran- 
sacral  incision,  did  not  seem  contraindicated  until  a 
laparotomy  revealed  the  true  extent  of  the  disease. 

Having  pointed  out  the  grave  errors  which  may  accom- 
pany the  routine  removal'  of  the  rectum  from  behind,  it 
remains  to  ^\xe  some  alternative  which,  to  be  ideal,  should 
fulfil  the  following  conditions: — 1.  The  removal  of  the 
bowel  from  a  ]>oint  as  low  as  the  safety  of  the  sphincteric 
apparatus  will  allow  to  a  point  at  or  above  the  sacral 
promontory,  together  with  all  the  glands  and  cellular 
tissue  in  the  suspected  area.  2.  The  improvement  of  the 
mortality  rate,  immediate  and  remote ;  the  former  by  im- 
proved technique,  the  latter  by  more  radical  operation. 
3.  The  avoidance  of  the  necessity  of  a  sacral  or  iliac 
anus. 

It  apj)ears  obvious  that  these  conditions  can  only  be 
fulfilled  by  an  abdominal  operation  or  a  combined  method. 
Why,  then,  have  the  majority  of  surgeons  avoided  these 
routes  and  sought  to  improve  operative  procedures  by 
modifications  of  the  original  Kraske  or  perineal  methods? 
The  answer  to  this  question  would  seem  to  be  that  the 
mortality  after  combined  operations  is  great,  and  that  the 
attempt  to  bring  the  divided  bowel  in  a  truly  radical  oper- 
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ation  to  the  anus  either  fails  altogether  or  is  accompanied 
in  a  number  of  eases  by  extensive  sloughing  and  fistulse. 

The  high  mortality  of  the  combined  method  of  opera- 
tion may  be  attributed  to  various  causes — for  example,  the 
increased  time  necessary  and  the  performance  of  aseptic 
and  septic  operation  at  the  same  time  with  faulty  tech- 
nique. These  two  dijBiculties  were  overcome  by  the  Mayos, 
the  two  surgeons  working  simultaneously,  one  in  the 
abdomen  and  the  other  in  the  perinseum.  xlnother  factor 
telling  against  the  immediate  results  of  combined  opera- 
tions, as  is  pointed  out  by  Crile,  is  that  the  shock  pro- 
duced not  only  by  extra  time  and  loss  of  blood,  but  by  the 
free  division  of  sensory  nerves  in  the  perinaeum,  is  fre- 
(|uently  excessive.  Yet  the  method  might  be  improved 
if  the  great  bulk  of  the  operation  could  be  performed 
through  the  abdomen,  and  the  perineal  portion  consist 
merely  in  the  introduction  of  a  few  sutures  and  drainage 
tubes. 

It  was  an  operation  such  as  is  described  by  Mo^-nihan 
for  extensive  removal  of  sigmoid  cancers  that  I  contem- 
plated performing  on  the  last  two  patients  to  which  I  have 
referred  if  the  disease  had  been  found  localised.  Subse- 
(juently,  when  about  to  deal  with  the  third  case,  a  paper  by 
Alexander,  of  Montreal,  was  brought  to  my  notice  suggest- 
ing an  operation  for  cancer  of  the  rectum,  which  embodies 
the  principles  of  that  suggested  by  Moynihan  in  the  case 
of  the  pelvic  colon.  The  operation  is  performed  entirely 
through  the  abdomen ;  the  colon  is  divided  not  h)wer  than 
the  level  of  the  sacral  promontory,  and  free  mobilisation 
of  the  proximal  end  permits  of  it  being  brought  to  the  anus 
without  sufficient  interference  with  the  blood  supply  to 
cause  necrosis.  It  is  this  mobilisation  of  the  pelvic  lolon 
which  is  the  keynote  of  the  fulfilment  of  two  of  the  con- 
ditions previously  mentioned  for  an  ideal  operation — that 
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is,  a  division  of  tke  bowel  as  high  up  ^s  the  glands  are 
likely  to  be  involved  (in  most  cases  this  limit  being  at  the 
promontorv  of  the  sacrum)  and  the  avoidance  of  the  cos- 
metic disadvantages  of  an  artificial  anus.  With  a  patient 
in  the  Trendelenburg  position  and  an  effective  automatic 
retractor  placed  in  an  ample  median  incision  this  mobili- 
sation becomes  a  mattter  of  the  greatest  ease  and  is  carried 
out  in  a  manner  similar  to  the  freeing  of  the  duodenum  in 
Finney's  oj>eration  of  gastro-duodenostomy  or  in  retro-duo- 
denal removal  of  gall-stones.  Mobilisation  must  be  free ; 
anv  niggardly  attempt  to  save  the  blood  supply  defeats 
its  own  object,  for  if  the  colon  is  brought  down  under 
tension  from  above  the  pull  on  the  vessels  may  partially 
obliterate  their  lumen.  The  upper  portion  of  the  rectum 
is  a  danger  zone,  for  here  the  vitality  of  the  bowel  depends 
on  a  couple  of  small  branches  if  the  superior  hsemorrhoidal 
be  divided,  or  if  that  vessel  be  saved  and  tension  result 
from  the  manipulations  to  make  both  ends  of  the  gut  meet 
at  the  anus  its  anatomical  position  above  closeh'  applied 
to  the  sacrum  renders  the  possibility  of  it  becoming  com- 
pressed against  the  promontory  a  likely  mishap.  But 
these  misfortunes  can  only  occur  if  the  rectum  is  divided 
in  the  situation  generally  adopted  in  transacral  opera- 
tions ;  if  a  higher  division  is  made  the  circulation  is  un- 
doubtedly I'ess  interfered  with,  until  in  removing  cancers 
of  the  ])elvic  colon  the  inferior  mesenteric  itself  can  be 
ligated  at  its  origin  without  fear  duiiug  the  removal  of 
the  gland-bearing  area. 

When  the  pelvic  colon  is  divided  at  the  sacral  promon- 
tory in  casee  of  cancer  of  the  rectum  the  superior  hsemor- 
rhoidal  and  sigmoid  vessels  are  ligated  at  their  origin  with 
the  certainty  that  the  h)ops  of  vessels  placed  at  the 
junction  of  the  colon  and  mesocolon  will  be  supplied  freely 
by    collateral    vessels    anastomosing    from    the    superior 
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mesenteric  and  left  colic  arteries.  Mobilisation  is  effected 
by  splitting  the  peritoneum  in  the  iliac  fossa  as  far  up- 
wards on  the  left  and  parallel  to  the  mesocolon  as  may 
be  necessary.  The  colon  and  mesocolon  are  lifted  bodily 
out  of  the  abdomen  from  the  posterior  abdominal  wall.  In 
the  Tredelenburg-  position  the  ease  of  this  manoeuvre 
can  be  only  appreciated  by  those  who  have  tried  it.  In 
the  downward  direction  the  peritoneal  incision  is  carried 
in  the  pelvis  to  the  cul-de-sac,  and  then  transversely 
across  the  rectum.  Alexander  suggested  division  of  the 
bowel  before  mobilisation  of  the  upper  segment.  I  think, 
for  obvious  reasons,  the  reverse  procedure  is  better.  After 
complete  mobilisation  and  ligature  of  the  superior 
hgemorrhoidal  vessels,  or  if  necessary  the  inferior  mesen- 
teric, the  bowel  is  divided,  preferably  with  the  cautery, 
not  lower  than  the  sacral  promontory.  The  lumen  of  both 
segments  is  then  crushed  and  closed.  The  lower  segment 
is  caught  in  a  forceps,  such  as  Kocher's  goitre  forceps,  and 
pulled  forwards.  The  superior  hsemorrhoidal  artery,  if 
not  already  divided,  is  now  put  on  the  stretch  and  ligated. 
Blunt  dissection  lifts  the  rectum  from  the  sacral  wall,  and 
not  much  trouble  is  experienced  in  freeing  it  from  the 
bladder  in  front.  The  middle  sacral  artery  can  be  ligated 
as  it  lies  on  the  sacrum  if  desired ;  the  rectum  can  now  be 
grasped  by  a  clamp  or  ligatured  below  the  growth  at  the 
pelvic  floor  and  divided  a  couple  of  inches  above  the  anus. 
This  is  a  moment  when  great  care  must  be  exercised  in 
technique  to  prevent  infection.  The  anal  canal  is  now 
turned  inside  out  by  an  assistant  grasping  the  mucous 
membrane  with  forceps  in  several  places,  and  finally  a 
long  forceps  is  passed  to  pull  the  upper  segment  through 
the  anus  and  the  operation  completed.  On  account  of  the 
difficulty  which  might  be  experienced  occasionally  in 
dividing  the  bowel  from  tbe  abdomen   two  inches  above 
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the  anus,  a  useiul  alternative  would  be,  after  the  colion 
had  been  mobilised,  to  place  a  ligature  round  the  gut  as  a 
landmark  above  the  level  of  the  promontory,  and  having 
detached  the  peritoneum  and  mesocolon  and  cellular  tissue 
in  the  affected  area  to  close  the  abdominal  wound  and  to 
luxate  the  growth  through  a  perineal  incision.  The  oper- 
ation could  be  then  completed  by  dividing  the  colon  above 
at  the  site  of  the  ligature  and  as  low  as  the  safety  of  the 
sphincters  would  permit  through  the  perineal  incision. 
The  union  is  made  as  before  by  extroversion  of  the  anal 
canal,  but  with  much  more  facility.  This  would,  no 
doubt,  be  a  more  rapid  manner  to  conclude  the  operation 
in  many  cases.  Another  alternative  is  for  the  assistant 
after  mobilisation,  as  suggested  by  von  Bergmann,  to  pass 
a  forceps  through  the  anus,  to  grasp  the  growth,  and  to 
pull'  the  colon  inside  out,  making  an  intussusception  ;  the 
operation  would  then  be  completed  outside  the  anus.  This 
method  fulfils  the  conditions  of  avoiding  a  sacral  or  arti- 
ficial anus,  and  probably  would  be  attended  with  a  small 
immediate  mortality,  but  the  remote  results  are  not  so 
good,  for  the  gland-bearing  area  could  scarcely  be  re- 
moved en  bloc  with  the  bowel,  nor  could  the  level  of 
division  of  the  latter  be  accurately  ascertained. 

In  conclusion,  with  regard  to  the  preparation  of  the 
patient — 1.  A  thorough  washing  out  of  the  colon  with 
hydrogen  i)eroxide  for  a  few  days  and  a  hypodermic  injec- 
tion of  morphine  the  night  before  operation  will  suffice 
for  early  cases  without  much  obstruction.  2.  For  more 
obstructed  oases  exploration  should  be  made  through  an 
incision  on  the  right  side,  with  a  view  of  performing 
appendicostomy  and  to  ascertain  if  the  case  is  operable. 
Through  the  opening  thus  made  in  the  appendix  the  colon 
<^an  be  thoroughly  cleansed  for  ii  few  days  j)rior  to  the 
major  operation,  and  (he  closure  effected  painlessly  at  any 
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time  by  dissecting  out  the  mucous  membrane  with  a  teno- 
tome. 3.  And  lastly,  in  badly  constructed  cases  a  prelimi- 
nary colostomy  on  the  right  side  with  all  its  disadvantages 
must  be  performed. 

Whether  for  exploration  or  the  performance  of  appendi- 
oostomy  or  colostomy  prior  to  abdominal  operations  to  re- 
move cancer  of  the  rectum,  the  incisions  must  be  made  on 
the  right  side  in  order  to  leave  undisturbed  the  parts  in- 
volved in  the  complete  removal  of  the  disease  at  a  later 
date. 


THE  TREATMENT  OF  EXTROYEESION  OF  THE 
BLADDER  BY  IMPLANTATION  OF  THE 
URETERS  INTO  THE  RECTUM. 

By  C.  ARTHUR  BALL,  M.D.,  F.R.C.S.; 

Surgeon  to  Sir  Patrick  Dun's  Hospital,  Dublin. 

[Read  in  the  Section  of  Surgery,  January  8,  1909.] 

The  rong'enital  abnormality  known  as  extroversion  of  the 
bladder  has  for  many  years  provided  an  extensive  field 
for  the  exercise  of  surgical  ingenuity.  The  cause  is  as  yet 
unexplained.  It  has  been  considered  due  to  defective 
development,  not  solely  of  the  urogenital  apparatus,  but 
to  a  failure  of  junction  between  the  lateral  segments  of 
that  portion  of  the  somatopleure,  whose  duty  it  is  to 
furnish  the  anterior  surface  of  the  body  which  extends 
from  the  umbilicus  to  the  floor  of  the  urethra,  together 
with  a  cleft  condition  anteriorly  of  the  allantoic  vesicle. 
According  to  Keith,  "  Certain  chambers  in  the  embryo, 
such  as  the  neural  canal  and  pericardium,  are  liable  to  a 
dropsy  and  rupture.  Were  the  cloaca  of  the  embryo  to  be 
ruptured  along  its  ventral  wall  the  condition  of  ectopia 
would  be  produced."  Others  attribute  the  vesicle  cleft  to 
bursting  of  the  over-full  bladder.  This  theory  rests  upon 
the  dilatation  of  the  ureters  and  renal  pelves,  so  often 
found  associated  with  vesical  cleft.  But  Kauffman  found 
that  the  secretion  of  urine  does  not  begin  until  the  end  of 
the  second  month,  long  before  which  time  the  symphysis 
is  formed.  He,  therefore,  supposes  that  the  symphysis 
becomes  separated  again  in  those  cases  of  vesical  cleft  in 
which  it  is  found  open. 
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Fig.  1 .  — Photograph  of  the  child  before  operation.  Note  the  protrusion  of  the 
bladder  which  obscures  the  trigone  and  urethi-a.  The  bladder  mucon- 
membrane  is  undergoing  papillomatous  and  cystic  changes.  The  rouu.'uil 
projection  in  the  centre  of  the  bladder  is  a  mucous  cyst,  numerous  sm;ilU'i 
ones  were  found  on  section.  The  scrotum  is  well  marked,  both  testicles  ;u  i 
fully  descended.  There  is  a  well-marked  umbilicus  with  a  slight  lieniui! 
protrusion.      The  inguinal  herniji-  can  be  seen,  best  marked  on  tlie  left  side. 
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Flo.  2. —  Photograph  taken  at  the 
commencement  of  the  operation. 
The  prepuce  is  pulled  on  to  expose 
the  orifices  of  the  ureters  wliich 
have  been  catheterised.  The  open 
urethra  and  split  glans  penis  can 
readily  be  seen. 
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Fic.  .'5.— Photograph  taken  thn . 
months  after  the  operation.  Then 
is  no  bulging  into  the  old  l)lail(li  i 
area.  The  inguiiiHl  herni«3apprni 
larger  than  in  Kig.  1,  as  the  cliiM 
liad  been  walking  about.  They 
reduce  when  he  lies  down,  and 
cause  no  inconvenience. 

(Blocla  kindly  lent  by  "  The  Practitioner.") 
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The  usual  deformity  we  have  to  deal  with  is  that  in 
which  the  anterior  wall  of  the  bladder  and  roof  of  the 
urethra  and  the  parts  of  the  abdominal  wall  in  front  of 
these  are  absent:  the  trif^one  floor  of  the  urethra  and  yK>s- 
terior  wall  of  the  bladder  are  continuous,  and  flush  with 
the  abdominal  wall.  In  addition,  the  bladder  wall  is  pro- 
truded by  a  ventral  hernia;  double  inguinal  hemise  are 
also  present.     (Fig.  1.) 

The  complete  cleft  is  commoner  in  the  male  than  in  the 
female.  When  it  occurs  in  the  latter  the  urethra  is  want- 
ing and  the  clitoris,  when  present,  is  cleft.  Even  the  in- 
ternal pelvic  organs — the  uterus  and  its  appendages-  - 
show  effects  of  the  faulty  union  of  the  two  lateral  halves, 
and  there  may  be  a  double  uterus,  each  with  its  own 
vagina . 

The  large  number  of  operations  devised  and  carried  out 
with  varying  degrees  of  success  is  a  proof  that  a  satis- 
factoiy  method  of  dealing  with  this  distressing  condition 
had  not  been  devised.  That  heroic  measures  are  con- 
sidered justifiable  inay  be  indicated  by  the  method 
suggested  by  Reginald  Harrison — namely,  entire  ablation 
of  one  kidney,  the  ureter  of  the  remaining  one  being 
brought  out  in  the  loin.  A  loop  of  ileum  has  been  excised 
in  order  to  make  a  bladder  cavity,  the  continuity  of  the 
intestine  being  restored  by  an  end  to  end  anastomosis. 

The  operations  that  have  been  suggested  may  be  divided 
into  three  groups  :  — 

1.  Plastic  operations. 

2.  Those  which  have  for  their  object  the  union  of 
separated  edges. 

•3.  Operations  intended  to  divert  the  urinary  stream. 

Most  plastic  operations  have  for  their  object  the  crea- 
tion of  a  vesical  cavity,  and  perhaps  a  sphincter,  by 
means  of  one  or  more  flaps.     The  best  result  obtained  by 
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such  a  method  provides  only  a  small  cavity,  too  small  to 
be  of  use  as  an  urinary  hladder,  and  without  a  functionat- 
ing sphincter.  Calculus  deposits  take  place  in  this  little 
bladder,  and  the  patient's  condition  is  little  better  than 
before. 

Some  surgeons,  as  Trendelenburg,  have  attempted,  by 
dividing  both  sacral  synchondroses,  to  close  the  cleft  in 
the  pubes,  and  thus  allow  the  cleft  in  the  bladder  to  be 
sutured.  Some  cuses  thus  treated  survived  the  operation, 
but  were  little  better  afterwards  than  those  treated  by  the 
older  and  less  dangerous  flap  operations.  Simon,  in  1851, 
directed  the  urine  into  the  rectum,  basing  the  operation 
upon  the  fact  that  in  many  animals  there  is  a  cloaca  that 
ser%'es  as  a  common  receptacle  for  urine  and  faeces,  and 
that,  further,  the  ureters  are  sometimes  found  at  birth  to 
open  into  the  rectum,  and  that  patients  with  a  fistula 
between  the  bladder  and  rectum  learn  in  time  to  control, 
more  or  less  perfectly,  the  escape  of  urine  from  the  anus. 
Simon's  patient,  and  one  operated  on  by  Lloyd,  died  of 
peritonitis.  Thiersch  was  the  first  to  establish  permanent 
connection  between  the  bladder  and  rectum  in  1881. 
During  the  next  ten  years  numerous  experiments  on 
animals  seemed  to  show  that  the  mucous  membrane  of  the 
re<;tum  was  capable  of  withstanding  the  constant  irritation 
of  urine,  and  that  the  sphincter  of  the  rectum  would  pre- 
vent its  escape  more  or  less  perfectly.  But  the  fear  of 
ureteritis  and  pyone])hrosis  ke])t  surgeons  from  repeating 
Simon's  operation  until  1892.  In  that  year  Maydl'  excised 
the  everted  mucous  membrane  of  a  man,  aged  twenty,  and 
after  opening  the  peritoneal  cavity  implanted  in  the 
sigmoid  flexure  an  elliptical  ])iece  of  the  base  of  the 
bladder  containing  the  mouths  of  the  ureters,  lie  hoped 
to  avoid  infection  of  the  ureters  by  preserving  intact  their 
mouths   with    their   sphincters,    and    also   by  implanting 
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them  in  a  portion  of  the  intestine,  which  is  free  from  fluid, 
and  does  not  constantly  contain  faecal  matter.  This 
patient  recovered  from  the  operation,  and  passed  water 
every  four  to  eight  hours.  Maydl's  operation  has  now- 
been  carried  out  several  times  with  varying  degrees  of 
success,  but  it  seems  that  peritonitis  must  always  be  a 
grave  risk,  and  kinking  of  the  ureters  has  led  to  serious 
trouble.  The  next  great  advance  was  made,  in  the  year 
1899,  by  Lendon,  of  Adelaide,  who,  by  an  extraperitoneal 
oi^eration,  implanted  the  ureters,  with  a  rosette  of  mucous 
membrane  round  each  ureteral  orifice,  into  the  rectum 
through  two  small  openings  made  by  a  sinus  forceps.  One 
ureter  remained  successfully  implanted,  but  the  other 
slipped  out,  and  subsequent  operations  failed  to  fix  it 
there,  so  it  was  implanted  into  the  sigmoid  flexure,  as  in 
Maydl's  operation,  and  the  subsequent  result  was  a 
brilliant  success,  the  patient  being  alive  six  years  later, 
and  having  perfect  control.  Two  months  after  Lendon's 
operation  Peters,  of  Toronto,  successfully  implanted,  by 
an  extraperitoneal  operation,  both  ureters  into  the  rectum 
in  a  boy  aged  five  and  a  half  years.  This  was  completely 
successful,  the  patient  being  in  perfect  health  two  and  a 
half  years  later.  This  method  of  treating  extroversion  of 
the  bl'adder  appears  the  safest  to  perform,  and  to  give  ex- 
cellent results ;  the  only  serious  risk  is  that  of  ascending 
kidney  sepsis,  two  cases  out  of  eight  having  terminated 
fatally  in  this  way,  one  five  days  after  operation,  the  other 
two  months  afterwards.  As  the  remaining  cases  were 
entirely  successful,  I  decided  to  adopt  this  procedure  in 
the  following  case :  — 

The  patient  was  a  boy,  aged  five,  upon  whom  I  performed 
this  operation  last  July.  In  view  of  the  risk  of  kidney  sepsis 
after  the  operation  I  determined  to  take  all  steps  possible  to 
avoid  this  by  attempting  to  get  the  boy's  alimentary  canal  as 
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surgically  clean  as  possible.  The  treatment  consisted  in  well 
purging  with  calomel,  and  five  grains  of  salol  were  given  three  times 
a  day  for  a  week.  Five  hours  before  the  operation  the  lower 
bowel  was  emptied  by  an  enema,  opium  was  then  given  to  check 
peristalsis.  When  the  child  was  on  the  table,  the  rectum  was 
washed  out  with  creolin.  In  addition  to  the  risk  of  kidney 
sepsis,  there  was  a  considerable  risk  of  severe  infection  of  the 
recto-vesical  space.  I  had  thought  of  getting  the  child's 
opsonic  index  raised  for  some  of  the  rectal  flora,  and,  curiously 
enough,  there  was  an  entire  absence  of  any  infection  of  the 
wound  from  the  rectum. 

Operation. — The    steps    of    the     operation    were    briefly  as 
follow : — Both    ureters    having    been   catheteriscd   (Fig.    3),    a 
mesial  incision  was  made  through  the  trigone,  until  the  bladder 
wall    was    completely    cut    through.      The    ureters    were    then 
identified,  and  an  incision  carried  round  each  ureteral  orifice 
through  the  entire  thickness  of  the  bladder  wall,  thus  leaving 
a  large  rosette  of  mucous  membrane  and  bladder  surroimding 
each   ureteral   orifice.     The   catheters   were   then   firmly  fixed 
in  the  ureters  by  purse-string   sutures  passed  only  through  the 
edges  of  the  mucous  membrane  in  the  rosettes,  and  thus  injury 
to  the  orifices  of  the  ureters  was  avoided.     The  ureters  were  then 
dissected  free  for  a  couple  of  inches  upwards,  and  the  anterior 
surface  of  the  rectum  exposed,  the  peritoneum  being  now  seen 
for  the  first  time  ;   there  was  some  difficulty  in  lifting  the  recto- 
vesical fold  upwards,  as  it  was  rather  adherent  to  the  rectum. 
(It  is,  of  course,  advisable  to  introduce  the    ureters  into  the 
rectum  as  high  as  it  is  possible  without  opening  the  peritoneal 
cavity.)     A  curved  Kocher  forceps  was  next  introduced  through 
the  anus,  and  forced  through  the  lateral  wall  of  the  rectum  at  a 
place  convenient  to  the  loose  ureter  on  the  right  side  ;    the  end 
of  the  catheter  was  caught  by  the  forceps,  and  the  catheter  with- 
drawn through  the  anus,  the  ureter,  with  its  rosette  of  bladder 
wall,  easily  followed  through  the  small  opening  into  the  rectum. 
The  left  ureter  was  similarly  dealt  with.     The  catheters  were  then 
removed,  for  leaving  them,  as  has  been  sometimes  done  to  fix 
the  ureters  in  the  rectum,  must  greatly  increase  the  risk  of  kidney 
sepsis.      I  did  not  stitch  the  rosette  of    bladder  to  the  rectal 
mucous  membrane,  for  it  appeared  that  fixing  the  ends  might 


By  Mr.  C.  Arthur  Ball.  Ill 

increase  the  risk  of  kinking  of  the  ureters  ;  this  is  a  complication 
that  has  followed  this  operation  several  times,  but  if  the  ureters 
are  left  quite  loose,  even  in  a  slightly  faulty  position,  they  could, 
I  think,  during  the  first  few  hours  after  operation,  unkinlc  them- 
selves, and  settle  themselves  in  the  most  comfortable  position. 
With  sufficiently  large  rosettes  there  should  be  no  risk  of  the 
ureters  slipping  out  of  the  rectum.  The  anterior  wound  was  then 
plugged  loosely,  and  the  child  returned  to  bed. 

After  History. — There  was  no  shock ;  pain  was  absent ;  and 
there  was  an  entire  absence  of  any  infection  from  the  rectal 
wounds,  the  temperature  never  rising  above  99°  F.  Two  weeks 
after  the  ureters  were  implanted  in  the  rectum  I  dissected  away 
the  remainder  of  the  bladder,  which,  by  this  time,  had  grown 
continuous  again  with  the  urethral  mucous  membrane.  The 
hernia  into  the  bladder  was  dealt  with  at  the  same  time,  and  the 
urethra  was  closed. 

The  second  operation  proved  more  troublesome,  and  took 
considerably  longer  than  the  former.  The  entire  wound 
healed  per  primtam,  with  the  exception  of  the  end  of  the 
glans  penis.  This,  however,  causes  him  no  inconvenience. 
His  present  condition  is  seen  in  Fig.  3.  The  control  of 
urine  at  first  was  rather  disappointing.  This  was,  I 
tliink,  to  a  large  extent  due  to  the  habits  of  the  child,  for 
before  the  operation,  as  he  was  always  wet  with  urine,  he 
was  allowed  to  evacuate  his  bowels  whenever  he  felt  in- 
clined, regardless  of  time  or  place.  He  left  hospital  and 
returned  home  five  weeks  after  the  ureters  were  implanted 
into  the  rectum.  Three  months  later  the  child  M'as  again 
admitted  to  hospital'  to  see  if  any  further  operative 
measures  were  required.  His  power  of  retaining  urine 
had  greatly  improved,  and  when  treated  in  the  same  way 
as  the  other  occupants  of  the  children's  ward  he  kept  quite 
dry  by  day  and  night,  wdth  the  exception  of  an  occasional 
"  accident,"  being  able  to  retain  urine  for  various  periods 
up   to   three  and  a  half   hours.     His  general    health    is 
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splendid,   and   the  urine    produces   no    irrit-ation    of    the 
rectum  or  anal  region. 


Mr.  Lentaigne  said  the  case  was,  so  far  as  he  knew,  the  first 
satisfactory  one  that  had  been  done  in  Dublin,  and  illustrated 
the  improvement  which  had  been  effected  in  deaUng  with  an 
apparently  hopeless  condition.  By  the  newer  process,  unusually 
short  and  safe  treatment  had  efEected  far  more  improvement  than 
any  of  the  complicated  efforts  made  before.  He  desired  to  know 
whether  it  had  been  proposed  to  infold  the  rectum  at  the  point 
where  the  ureter  entered  it,  so  as  to  make  it  less  likely  to  slip  out, 
and  give  a  broader  field  for  adhesion  on  the  part  of  the  ureter. 
He  congratulated  Mr.  Ball  on  the  result. 

Mr.  Seton  Pringle  Anshed  to  know  if  there  was  any  trouble  in 
keeping  the  peritoneum  back,  and  seeing  what  was  being  done. 

Mr.  Ball,  in  reply,  said  he  did  not  think  infolding  of  the 
rectimi  had  been  done.  In  his  case  there  seemed  to  be  no 
tendency  to  sUp  out.  He  did  not  see  the  peritoneum  until  he 
first  came  on  the  rectum.  One  would  have  expected  it  to  get  in 
the  way  sooner  than  it  did.  There  was  considerable  separation  of 
the  pubic  bones,  and  the  pelvic  cavity  was  consequently  very 
shallow,  so  that  the  case  was  ideally  arranged  for  the  surgical 
procedure  carried  out. 


ABSCESS  OF  THE  PANCREAS,  WITH  REPORT  OF 
A  CASE  FOLLOWING  ACUTE  GANGRENOUS 
PANCREATITIS. 

By  SETON   PRINGLE,  M.B.,  F.R.C.S. ; 

Surgeon  to  Mercer's  Hospital. 

[Read  in  the  Section  of  Surgery,  January  8,  1909.] 

The  subject  of  pancreatic  disease  has  of  late  years  excited 
great  interest  among  not  only  surgeons,  but  also  among 
experimental  and  chemical  pathologists.  It  is  not  so  very 
long  ago  since  the  'extent  of  our  knowledge  of  the  surgical 
pathology  of  the  pancreas  consisted  in  the  recognition  of 
cancer  of  the  head  of  the  pancreas  and  of  the  occasional 
occurrence  of  pancreatic  cysts  and  calculi,  the  latter  two 
conditions  being  more  or  less  pathological  curiosities. 
Ten  years  ago  I  do  not  think  a  single  students'  text-book 
on  surgery  as  much  as  mentioned  inflammation  of  the 
pancreas.  A  case  of  acute  suppurative  pancrea,titis  had 
been  described  as  long  ago  as  1804  by  Portal,  and  a  case- 
of  acute  pancreatitis  with  fat  necrosis  was  reported  in  1879 
by  Bilser,  while  pancreatic  abscesses  were  described  by 
Tulpius  in  1672,  and  Percival  in  1818 ;  but  it  was  not  till 
the  publication  of  Fitz's  papers  in  1889  1  that  the  atten- 
tion of  the  profession  was  aroused  in  inflammatory  con- 
ditions of  the  pancreas.  Gradually,  by  means  of  much  ex- 
perimental work  and  clinical  research,  the  conditions  we 
now  know  as  acute,  subacute,  and  chronic  pancreatitis 
came  to  be  recognised  as  clinical  entities,  and  their 
various  signs  and  symptoms  differentiated  in  the  case  of 
the  acute  form  from  peritonitis,  and  in  the  case  of  the 
chronic  from  disease  of  the  liver  and  bile  ducts.    Even  now 

T,  H 


114  Abscess  of  the  Pancreas. 

it  is  rarely  that  acute  pancreatitis  is  correctly  diagnosed 
before  operation.  It  is  only  by  a  careful  study  of  the  con- 
ditions present  in  a  great  number  of  cases  that  a  true 
symptom  complex  of  this  very  interesting  disease  can  be 
arrived  at,  and,  therefore,  I  think  that  all  cases  met  with 
should  be  reported,  be  the  outcome  successful  or  un- 
successful. It  is  only  by  the  use  of  the  knowledge  thus 
gained  that  we  can  hope  to  arrive  at  a  satisfactory  method 
of  treatment. 

I  will  now  give  you  a  short  description  of  my  case,  with 
the  post-mortem  findings,  as  it  unfortunately  belongs  to 
the  category  of  unsuccessful  cases,  and  then  briefly  discuss 
the  etiology  and  treatment. 

The  patient,  R.  A.  W.,  aged  forty-six,  a  salesman,  was  admitted 
to  Mercer's  Hospital  on  June  26,  1908,  complaining  of  severe 
abdominal  pain,  and  gave  the  following  account  of  himself : — 

Previous  History. — For  the  last  twenty  years  patient  has  been 
a  very  heavy  drinker,  and  for  the  past  twelve  months  has  vomited 
almost  every  morning,  and,  as  a  rule,  his  breakfast  has  consisted 
of  a  glass  of  whisky.     Otherwise  he  has  always  been  healthy. 

History  of  present  attack. — On  Monday,  June   15,  patient  was 

seized  with  severe  coUcky  pains  in  the  left  abdomen,  chiefly  in  the 

region  of  the  umbilicus  ;   there  was  also  some  tenderness  in  the 

upper  abdomen,  but  he  says  that  the  abdominal  wall  was  quite 

soft,  though  shghtly  distended.     As  his  bowels  had  not  moved 

for  several  days  he  took  a  purgative,  and  was  very  considerably 

better    on    the    following    day,  June   16.      From  this  till  the 

2l8t  of  the  month  he  suffered  constant  pain  in  the  abdomen,  but 

not  of  a  severe  character ;    the  bowels  remained  constipated. 

On  the  21st — i.e.,  seventh  day  of  illness — he  noticed  that  the  pain 

had  settled  in  the  right  side  of  the  upper  abdomen  between  the 

umbiliciis  and  costal  margin,  and  that  the  abdominal  wall  was 

rigid.     Diarrhoea  also  set  in  on  that  day,  and  has  persisted  ;   the 

motions  are  yellow  in  colour,  and  of  a  semi-fluid,  pasty  character. 

On  the  following  days  the  pain  gradually  grew  worse,  but  he  was 

able  to  attend  to  his  business  till  to-day,  June  26,  twelfth  day 

of  illness,  when  he  was  suddenly  seized  with  acute  pain,  and  came 
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immediately  to  the  hospital,  whither  he  was  able  to  walk.  He 
has  vomited  occasionally  since  the  attack  began,  but  at  no  time 
was  it  a  marked  feature,  and  has  not  occurred  for  the  last  few 
days. 

Examination. — On  my  arrival  at  the  hospital,  about  an  hour 
after  the  onset  of  the  acute  pain,  I  found  him  lying  on  his  back, 
with  his  legs  drawn  up,  sweating  jirofusely.  His  face  was  flushed 
and  anxious,  his  respirations  rapid,  thirty  a  minute,  and  entirely 
thoracic ;  he  evidently  found  it  difficult  to  talk  on  account  of 
the  abdominal  pain,  and  spoke  in  a  jerky  manner.  His  tem- 
perature was  98°  F.,  pulse  100,  and  his  tongue  dry  and  dirty; 
there  was  no  jaundice.  I  found  his  abdomen  distended,  and  the 
whole  abdominal  wall  absolutely  rigid.  He  pointed  to  the  right 
epigastrium  as  the  seat  of  the  pain,  which  also  radiated  down  to 
the  right  iliac  fossa,  and  was  apparently  very  severe.  There 
was  considerable  tenderness  in  the  umbilical  and  epigastric 
regions ;  percussion  revealed  a  dull  note  over  the  upper  two- 
thirds  of  the  abdomen,  the  dulness  extending  into  the  flanks. 
I  could  not  demonstrate  the  presence  of  free  fluid  in  the  abdominal 
cavity.  As  there  was  evidently  peritonitis  present,  I  decided 
to  operate  at  once,  although  a  definite  diagnosis  as  to  the  primary 
lesion  was  impossible.  I  suggested  the  possibiUty  of  a  chronic 
duodenal  ulcer,  which  had  perforated  into  a  mass  of  adhesion 
on  the  15th,  and  that  now  the  infection  had  spread  through  the 
limiting  adhesions  and  was  causing  the  acute  peritonitis. 

Operation. — As  soon  as  the  muscles  relaxed  under  the  influence 
of  the  anaesthetic  I  could  feel  a  more  or  less  rounded  mass 
occupymg  the  whole  of  the  upper  abdomen,  the  centre  of  the 
mass  lying  an  inch  or  so  above  the  umbilicus.  After  the  usual 
preparation  I  opened  the  abdomen  by  a  four-inch  incision  in 
the  middle  line  above  the  umbilicus.  I  then  immediately  saw 
that  the  tumour  which  I  had  palpated  consisted  of  pyloric  pait 
of  stomach,  duodeniim,  transverse  colon,  and  some  coils  of 
small  intestine,  all  matted  together,  while  the  great  omentum 
was  turned  up  over  the  mass  so  formed,  and  was  adherent  to 
the  under  surface  of  the  liver.  The  diagnosis  also  at  once  became 
evident,  as  typical  patches  of  fat  necrosis  could  be  seen  dotted 
over  the  great  omentum,  and  I  thus  knew  that  I  was  dealing 
with  a  case  of  acute  pancreatitis,  with  probably  abscess  formation 
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There  was  a  small  quantity  of  blood-stained  fluid  in  the  peritoneal 
cavity.  The  great  omentum  was  easily  separated  from  the  liver, 
and  tiu-ned  down,  and  I  then  saw  a  quantity  of  fresh  fibrin  gluing 
a  coil  of  small  intestine  to  the  lower  margin  of  the  transverse 
colon.  On  separating  the  adherent  coils  at  this  point  I  opened 
directly  into  a  large  cavity  full  of  brownish-grey,  odourless  pus 
streaked  with  blood.  I  at  once  plugged  this  opening  with  gauze 
without  allowing  any  soiling  of  the  general  peritoneal  cavity  to 
take  place,  and  then  sutured  the  edges  of  the  parietal  peritoneum 
to  the  coils  of  intestines  around  the  opening  into  the  abscess  cavity, 
which  was  thus  made  to  empty  directly  into  the  abdominal 
wall.  The  rest  of  the  wound  in  the  parieties  was  then  sutured 
except  at  the  upper  angle,  through  which  I  inserted  a  wick  of 
gauze  leading  down  to  the  neighbourhood  of  the  foramen  of 
Winslow,  where  I  noticed  a  quantity  of  fresh  fibrin.  I  then 
removed  the  plug  from  the  opening  into  the  abscess  and  sub- 
stituted a  large  drainage  tube,  applied  a  voluminous  dressing, 
and  got  the  patient  back  to  bed. 

Progress  of  the  case. — He  rallied  well  after  the  operation,  and 
next  morning  he  was  free  from  pain,  with  a  normal  temperature, 
and  pulse  of  only  112.  There  was  a  free  discharge  of  the  grumous 
material  from  the  tube,  the  distension  was  less,  and  liis  general 
appearance  very  good.  There  had  been  no  vomiting,  and  he  took 
fluid  nourishment  and  stimulants  well,  so  that  altogether  I  was 
rather  pleased  with  his  condition.  The  course  of  the  fever  with 
the  pulse  and  respiration  rates  night  and  morning  will  be  seen 
from  the  accompanying  chart. 

On  the  third  day  the  condition  continued  good,  but  as  there 
had  been  no  movement  of  the  bowels  T  ordered  him  that  night  a 
dose  of  castor  oil.  The  next  day  he  had  nine  semi-fluid,  pasty 
motions  of  a  yellow  colour.  On  the  fifth  day  he  vomited  once  a 
brownish  fluid,  and  was  distinctly  weaker.  On  the  sixth  he 
vomited  several  times,  and  a  hiccough  also  developed,  so  that 
I  ordered  his  stomach  to  be  washed  out.  From  this  time  till  his 
death,  on  the  twelfth  day  after  operation,  the  vomiting  and 
hiccough  continued.  The  latter  was  particularly  irritating,  and 
proved  uncontrollable,  although  his  stomach  was  frequently 
lavaged,  and  many  drugs  were  tried.  He  gradually  lost  strength, 
and    was    unconscious    for    some    hours    before    death.     Tlie 
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character  of  the  discharge  changed  completely  in  a  few  days 
after  operation,  and  by  the  fifth  day  a  great  quantity  of  an  almost 
clear  viscid  fluid  was  being  poured  forth.  This  secretion  digested 
the  abdominal  wall  round  the  wound,  causing  the  latter  to  open 
to  a  large  extent ;  this  discharge  continued  to  the  end.  There 
was  a  trace  of  albumen  in  his  urine  on  the  day  of  his  admission, 
but  at  no  time  could  sugar  be  detected ;  a  marked  Cammidge 
"  C  reaction  "  was,  however,  obtained  on  the  third  day  after 
operation. 

Post-mortem  Examination. — Unfortunately  permission  for  a 
full  autopsy  could  not  be  obtained,  and  a  hurried  examination 
had  to  be  made  through  the  operation  wound.  On  enlarging 
the  opening  through  which  the  drainage  tube  had  led 
into  the  lesser  sac  it  was  found  that  the  head  and  body  of 
the  pancreas  were  represented  by  several  dirty,  grey  sloughs, 
while  completely  separated  from  these  lay  the  tail  of  the  gland. 
This  was  easily  removed,  but  in  doing  so  a  second  abscess  cavity 
lying  in  the  left  loin  was  evidently  opened  into,  from  which 
escaped  several  ounces  of  brown,  grumous  material  similar  to 
that  evacuated  at  the  operation.  No  trace  of  the  pancreatic 
duct  could  be  discovered  extending  from  the  tail  of  the  gland 
to  the  duodenum.  There  were  no  gall-stones  present,  and  no 
evident  cholangitis.  The  stomach  and  duodenum  showed 
marked  evidence  of  catarrhal  inflammation.  There  was  no 
general  peritonitis. 

The  specimens  removed  were  handed  to  Dr.  W.  G.  Harvey, 
who  reports  as  follows  : — 

"  The  specimens  consist  of  (a)  a  portion  of  the  pancreas,  about 
five  inches  long,  apparently  the  tail  of  that  organ.  This  presents 
a  fairly  normal  appearance  to  the  naked  eye,  but  on  cutting  into 
it  a  considerable  amount  of  congestion  becomes  apparent,  and 
many  small  areas  of  fat  necrosis  are  seen  scattered  through  it. 
(A)  Several  large  pieces  of  slough  resembling  '  wash  leather.' 
The  surface  of  the  end  of  the  piece  of  pancreas  which  would  lie 
towards  the  right  in  the  body  is  rough  and  rather  irregular  in 
outlme,  and  evidently  represents  the  line  of  separation  of  the 
slough  from  the  surviving  pancreas. 

"  Microscopically,  sections  of  the  former  portion  show  on  the 
whole  a  remarkable  healthy  appearance.     The  glandular  tissue 
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stains  well,  but  there  is  much  congestion,  a  very  considerable 
increase  of  connective  tissue,  and  a  marked  thickening  of  the 
vessels.  Sections  through  the  extreme  right  end  of  this  part — 
i.e.,  through  the  '  line  of  demarkation '  show  on  the  surface  a 
narrow  zone  of  necrosis,  while  under  this  the  connective  tissue 
appears  more  affected  than  the  epithelial,  strands  of  necrotic 
fibrous  tissue  passing  some  distance  in  between  healthy  gland 
substance.  Here  and  there  in  these  sections  are  seen  localised 
areas  of  necrosis  of  the  gland  sharply  marked  off  from  the  healthy 
tissue.  The  ducts  show  a  severe  catarrh.  The  fat  in  parts 
appears  normally  as  clear  spaces,  but  in  parts  many  fat  cells 
contain  crystalline  and  amorphous  deposits.  Sections  of  the 
sloughs  show  a  deep  pigmentation  of  such  few  glandular  elements 
as  are  still  recognisable.  The  remainder  is  a  homogenous 
necrotic  mass  traversed  by  a  few  pink  lines  of  connective  tissue 
such  as  one  sees  in  caseating  gummata." 

I  am  rather  at  a  loss  how  exactly  to  classify  this  case. 

First,  as  regards  the  etiology.  Egdahl  2  lately  reviewed 
105  cases  of  acute  pancreatitis  reported  in  the  literature. 
He  found  that  gall-stones  were  the  commonest  cause,  as 
42  per  cent,  of  the  cases  were  associated  with  this  con- 
dition. Cholelithiasis  may  cause  inflammation  of  the 
pancreas  in  two  ways — (a)  by  an  extension  from  the 
biliary  to  the  pancreatic  duct  of  the  inflammation 
commonly  associated  with  the  condition ;  and  (6)  by  a 
stone  blocking  the  ampulla  of  Yater,  and  thus  bringing 
about  obstruction  to  the  free  escape  of  the  pancreatic  fluid, 
and  in  a  certain  number  of  cases  actually  causing  bile  to 
be  forced  into  the  pancreatic  duct,  as  occurred  in  cases  of 
Halsted's,!!  and  of  Bunting's.^  Opie  3  has  proved  experi- 
mentally that  the  injei^tion  of  bile  into  the  jjuncreatic 
duct  causes  acute  ha'morrhagic  pancreatitis.  The  next 
most  common  cause  Egdahl  found  to  be  gastro- intestinal, 
catarrh,  which  occurred  in  about  30  per  cent,  of  the  cases, 
and  was  associated  with  alcoliolism  in  about  15  ])pr  cent. 
Other  causes  he  gives  arc   typhoid,  mumps,   gastric  and 
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duodenal  ulcers,  trauma,  malignant  growths,  &c.  In  mast 
cases  the  important  factor  is  the  obstruction  to  the  ducts 
caused  by  gall-stones,  catarrh  of  the  bile  ducts,  duodenal 
catan-h,  &c.,  as  we  know  that  an  obstruction  to  the  duct 
of  any  gland  or  organ  quickly  leads  to  infection  behind 
the  obstruction.  In  this  case  of  mine  we  have  a  very 
definite  history  of  alcoholism  and  gastro-intestinal 
catarrh,  and  I  think  we  are  justified  in  regarding  this  as 
the  primary  cause,  especially  as  it  is  in  accordance  with 
the  pathological  findings. 

Secondly,  what  form  of  pancreatitis  are  we  here  dealing 
with?  From  a  study  oi  monographs  and  papers  I  find 
that  suppuration  of  the  pancreas  occurs  in  the  following 
forms :  — 

1.  As  an  abscess  in  pyaemia. 

2.  As  a  suppurative  catarrh  of  the  pancreatic  ducts  com- 
parable to  and  generally  associated  with  suppurative 
cholangitis.  This  form  may  be  either  (a)  acute,  when  the 
symptoms  are  those  of  pyaemia  or  acute  suppurative 
cholangitis  ;  or  [h)  chronic,  causing  subacute  pancreatitis 
and  abscess  formation,  preceded  and  accompanied  by  the 
signs  of  infection  of  the  biliary  tract — viz.,  rigors,  deepen- 
ing jaundice,  intermittent  fever,  &c. 

3.  As  a  diffuse  suppuration  of  the  parenchyma  of  the 
organ — i.e.,  acute  suppurative  pancreatitis,  which  goes  on 
to  abscess  formation  in  the  lesser  peritoneal  sac,  should 
the  case  survive  long  enough. 

4.  As  an  abscess  following  acute  gangrenous  pancrea- 
titis, again  if  the  case  survive  long  enough. 

5.  As  an  abscess  in  subacute  pancreatitis.  Altliough 
this  form  is  generally  preceded  by  chronic  suppurative 
catarrh  of  the  pancreatic  ducts,  as  mentioned  above,  yet 
some  cases  are  met  with  where  there  is  no  marked  infection 
of  the  ducts,  and  where  the  symptoms  are  not  sufficiently 
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acute  for  tliem  to  be  classed  as  acute  pancreatitis,  but  from 
■which  they  camiot  be  separated  by  any  hard  and  fast  line. 

I  do  not  think  that  this  is  an  altogether  satisfactory 
classification,  but  it  at  least  gives  us  a  basis  of  some  sort 
to  work  from  in  our  endeavour  to  learn  more  of  the  inter- 
esting subject  of  pancreatic  inflammation.  It  is  yet  too 
new  a  subject,  th'e  etiology  and  symptoms  of  the  various 
forms  are  yet  too  ill-defined  to  allow  of  a  definite  classifi- 
cation. 

On  the  whole,  therefore,  I  look  on  the  case  as  ono  of  acute 
gangrenous  pancreatitis  caused  by  gastro-duodenal  catarrh 
due  to  alcohol,  and  I  am  the  more  encouraged  to  classify 
it  as  an  acute  case,  as  a  case  of  Halsted's,  which  was  not 
a,dmitted  to  hospital  till  the  eighteenth  day  of  his  illness, 
is  reported  in  Opie's  5  book  on  the  pancreas  as  an  example 
of  the  acute  suppurative  form  of  the  disease.  Scudder  5 
also  reports  a  case  of  acute  ha?morrhagic  pancreatitis 
which  he  had  drained  two  days  after  the  onset,  but  in 
which  an  abscess  was  opened  and  a  gangrenous  pancreas 
formed  four  weeks  later.  Moynilian,^  however,  considers 
cases  surviving  for  more  than  ten  dixjs  "  as  links  between 
the  acute  and  subacute  forms." 

In  conclusion,  just  a  word  as  to  treatment.  Medical 
measures  have  ])rovod  of  no  avail,  and  in  all  acute  cases  it 
is  undoubtedly  the  duty  of  the  surgeon  to  operate  at  once, 
and  to  then  deal  with  the  condition  found  as  best  he  can. 

If  an  enlarged,  congested,  tense,  acutely  inflamed  pan- 
creas be  found  it  is  best  to  dee])ly  incise  the  gland  exactly 
as  any  other  acutely  inflamed  part  of  the  body  which 
cannot  be  removed,  but  which  can  be  safely  incised,  is 
treated.  This  method  was  employed  in  cases  reported  by 
Muspratt  7  and  von  MickuliczS  (Porter's  case).  In  less 
plilegmonous  cases  it  may  be  sufficient  to  drain  the  lessor 
«ac  of  peritoneum.     If  cholangitis  be   present  the  gall- 
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bladder  should  also  be  drained  and  gall-stones  removed  at 
the  same  time  if  the  condition  of  the  patient  permits.  If 
a  collection  of  pus  be  found  this  should  be  drained  if  pos- 
sible by  an  incision  in  the  left  costo-vertebral  angle,  as 
this  obviates  an  infection  of  the  general  peritoneal  cavity, 
or  it  may  be  drained  from  the  front  as  was  done  in  this 
case,  due  precautions  being  taken  to  avoid  spreading  of 
the  infection. 

In  a  review  of  the  literature,  Mayo  Eobson  9  has  been 
able  to  find  reports  up  to  1907  of  only  fourteen  operations 
for  abscess  of  the  pancreas,  with  five  deaths.  Since  then, 
however.  Brewer  10  reports  two  successful  cases  of  drainage 
for  circumscribed  pancreatic  abscess.  I  regret  that  in  this 
case  I  did  not  make  a  counter  opening  in  the  back  at  the 
left  costo-vertebral  angle,  and  so  drain  the  collection  of 
pus  discovered  jjost  mortem,  although  I  do  not  see  that  a 
favourable  outcome  could  have  been  expected,  consider- 
ing the  extent  of  the  gangrene  and  the  fact  that  all  con- 
nection between  the  surviving  tail  of  the  pancreas  and  the 
duodenum  had  been  severed. 
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Mr.  Lentaigne  said  that  cases  of  comparatively  newly- 
recognised  diseases,  the  symptoms  of  which  were  most  obscure, 
were  just  such  as  should  be  brought  forward  in  detail  in  the 
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excellent  way  in  which  Mr.  Pringle  had  reported  .this  case,  and 
they  were  the  more  grateful  to  him  for  having  brought  forward 
a  case  in  which  his  efforts  to  cure  had  not  been  rewarded  with 
success.  The  case  showed  the  importance  of  early  opera- 
tion. If  the  abdomen  had  been  opened  at  an  early  stage  it  was 
possible  that  the  gangrene  might  have  been  averted  ;  at  any  rate 
it  would  have  been  more  hopeful.  It  was  only  by  the  bringing 
forward  of  such  cases  that  they  Avould  be  able  to  arrive  at  an 
early  diagnosis. 

]\Ir.  Stokes  said  he  had  seen  a  similar  case  operated  on  a 
couple  of  years  ago,  in  which  acute  septic  peritonitis  was  found 
at  the  post-mortem.  But  for  that  the  case  might  have  pulled 
through.  The  question  of  draining  behind  had  been  raised,  but 
the  Americans  had  given  that  up  unless  the  infiammation  was 
confined  to  the  tail  of  the  pancreas. 

Mr.  Blayney  said  there  could  be  no  doubt  that  at  the  time 
the  patient  was  seen  no  surgical  measures  could  have  saved  him. 
He  thought  it  was  of  very  great  importance  that  these  cases 
should  be  diagnosticated  in  their  very  earliest  stage.  If  the 
patient  had  been  seen  when  he  got  the  first  pain,  an  operation 
then  might  possibly  have  been  successfiil.  Only  by  examination 
of  a  series  of  cases  would  they  find  some  group  of  symptoms 
whicli  would  indicate  the  onset  of  the  disease,  and  for  that 
reason  he  thought  the  publication  of  such  cases  was  most  useful 

Mr.  Ball  suggested  that  the  apparently  greater  frequency  of 
the  disease  in  hospital  patients  than  in  private  patients  might 
arise  from  difierences  of  habits  in  eating  and  drinking. 

Mr.  Pringle,  in  reply,  said  that  in  his  case  there  was  no  peri- 
tonitis in  the  lower  abdomen.  Cammidge  had  improved  his 
reaction,  and  had  obtained  it  in  every  case  in  which  there  was 
pancreatitis,  either  acute  or  chronic,  and  it  was  present  in  only 
four  out  of  one  hundred  and  fifty  cases  in  which  there  was  no 
pancreatitis.  It  was,  therefore,  apparently  a  fairly  satisfactory 
clinical  test. 
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Although  there  is  much  to  be  said  against  the  publication 
of  isolated  cases  in  the  abstract,  their  publication  becomes 
justified  when  they  exemplify  conditions  rarely  seen  or  where, 
though  the  case  reported  may  not  be  one  of  rarity,  it  yet 
exhibits  points  the  knowledge  of  which  may  serve,  no  matter 
how  little,  to  advance  the  science  we  all  have  so  much  at 
heart.  The  case  about  to  be  recorded  is  that  of  a  condition 
comparatively  rare — ^viz.,  an  oesophageal  pouch  or  diverti- 
culum. The  history  of  the  patient,  a  gentleman,  aged  fifty- 
four  years,  as  briefly  detailed  by  himself,  is  as  follows  : — 

"  About  twenty  years  ago  I  observed,  when  taking  a  cold 
in  the  head,  that  a  white  substance  like  fat,  about  the  size 
and  shape  of  a  small  bean,  came  up  out  of  my  throat.  A  few 
years  later  I  began  to  feel  a  slight  inconvenience  in  swallowing 
food,  which  gradually  increased.  At  this  time  a  piece  of 
meat  would  sometimes  remain  in  the  throat  for  a  night  without 
my  knowing  it,  and  would  come  out  when  in  the  bath  in 
the  morning.  This  condition  continued  for  a  number  of 
years.  During  the  past  seven  years  I  had  very  great  difficulty 
in  swallowing,  especially  during  the  last  two  years,  during 
which  time  considerable  quantities  of  food  had  to  be  cleared 
out  of  the  throat  after  each  meal."  He  told  me  subsequently 
th.at  he  often  noticed  if  he  took  aperient  pills  at  night  he 
could  bring  them  back  into  his  mouth  next  morning. 

My  introduction  to  the  patient  was  through  the  kindness 
of  the  President  of  the  Academy  (Dr.  Finny),  by  whom  the 
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patient  was  being  treated  for  a  severe  attack  of  influenza 
and  its  effects  upon  his  heart. 

Dr.  Finny  has  been  this  gentleman's  family  physician  for 
some  years,  and  had  formed  the  opinion  that  there  probably 
existed  some  dilatation  or  pouching  of  his  oesophagus  above 
a  stricture. 

On  seeing  the  patient  in  consultation  with  Dr.  Finny  and  hearing 
the  above  history  several  bougies  Avere  passed  into  the 
oesophagus,  but  none  could  be  introduced  more  than  about 
nine  inches  from  the  teeth.  Their  passage  caused  a  good  deal 
of  irritation,  and  produced  severe  retching.  The  passage  of 
the  bougies  seemed  to  me  to  become  arrested  from  spasm  of 
the  oesophagus  rather  than  from  encountering  any  other  source 
of  obstruction.  Prior  to  passing  the  bougies,  I  should  say  there 
was  nothing  to  be  detected  on  inspection  of  the  neck  or  pharynx, 
nor  was  there  any  physical  sign  of  any  thoracic  condition  which 
might  produce  pressure  upon  the  oesophagus.  The  patient 
was  then  asked  to  swallow  a  mouthful  or  two  of  water.  The 
effort  to  do  so  was  accompanied  by  a  good  deal  of  unpleasant 
gurgling  noise  about  the  pharynx,  quite  audible  all  over  the  room, 
and  about  ten  to  fifteen  seconds  later  the  iluid  could  be  heard 
through  the  stethoscope  trickling  into  the  stomach,  but, 
ajiparently,  only  in  small  amount.  A  half-pint  tumbler-full 
of  water  was  then  drunk,  but  apparently  with  more  ease  than  a 
single  mouthful  was  previously  swallowed.  There  was  no  visible 
change  or  fullness  to  be  detected  about  the  neck,  but  the  patient, 
pressing  upon  liis  neck  with  his  fingers  on  each  side  of  the  larynx, 
immediately  ejected  from  two  to  three  ounces  of  the  water. 
A  biscuit  was  then  given  to  liim  to  eat,  but  pressure  upon  the 
neck  in  the  same  way  failed  to  eject  any  of  it.  Another  glass 
of  water  was  swallowed,  after  which  pressure  on  the  neck  as 
before  ejected  some  two  ounces  of  it.  The  stomach  presented 
evidences  of  dilatation,  and  splashing  was  easily  detected. 
Having  left  the  room  to  consult  about  the  case,  we  were  almost 
at  once  recalled,  and  the  patient  then,  by  slight  pressure  upon 
the  neck,  ejected  the  biscuit  he  had  just  previously  eaten. 
The  diagnosis  made  was  of  an  a'sophageal  pouch,  which  was 
subsequently  confirmed  by  Dr.  Watson,  who  took  an  excellent 
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radiogram  after  giving-  the  patient  some  bread  and  milk  co)i- 
taining  a  considerable  amount  of  oxide  of  bismuth.  On  lookinji 
through  the  screen  the  bolus  of  food  could  quite  easily  be  seen 
entering  the  pouch  when  he  attempted  to  swallow.  Four 
spoonsful  were  given  to  the  patient  while  we  were  looking 
through  the  screen,  and  the  bolus  on  each  occasion  could  be 
seen  passing  down  the  pharynx  and  entering  the  pouch,  but 
none  could  be  detected  passing  down  the  oesophagus  into  the 
stomach.  On  any  attempt  at  deglutition  made  by  the  patient, 
such  as  the  attempt  to  swallow  saliva,  we  could  see  the  now 
distended  pouch  with  the  black  contents,  about  the  size  of  a 
hen's  egg,  rismg  and  falling.  The  pouch  seemed  to  spring  from 
the  left  side  of  the  a?sophagus  and  pass  downwards  towards  the 
middle  line,  and  finally  terminate  a  little  towards  the  right  side, 
just  below  the  level  of  the  supra-sternal  notch.  It  may  here 
be  parenthetically  mentioned  that  the  screen  was  ^placed  directly 
under  the  chin,  with  the  head  thrown  well  up  and  back  so  as 
to  obtain  a  good  view  of  the  bismuth  food  from  the  moment 
it  entered  the  mouth.  It  was  subsequently  found  out  that 
the  patient  himself  had  discovered  that  he  was  able  to  swallow 
much  more  easily  when  the  head  was  inclined  towards  the  right 
side  and  l^ent  forwards  ;  but  with  the  head  thrown  upwards 
and  directed  towards  the  left  side,  deglutition  was  more  difficult, 
and  less  food  seemed  to  him  to  pass  onwards  into  the  stomach. 
The  patient  always  referred  his  sense  of  discomfort  and  fulness 
after  deglutition  to  the  right  side  and  about  the  level  of  the 
hyoid  bone. 

It  was  decided  to  remove  the  pouch  by  operation,  which  was 
performed  on  May  27,  1908,  in  Portobello  Private  Hospital,  in 
the  presence  of  Dr.  Finny,  Mr.  Henry  Stokes  assisting  me  and 
Dr.  Drury  kindly  giving  the  anaesthetic. 

The  pouch  was  readily  exposed  by  makmg  an  incision  along 
the  anterior  border  of  the  sterno-mastoid  muscle  from  the  hyoid 
bone  to  the  sternum,  the  omohyoid  muscle  (anterior  belly) 
being  divided  and  the  superior  thyroid  vessels  being  divided 
between  two  ligatures.  A  rather  large  lateral  lobe  of  the  thjToid 
gland  was  displaced  so  as  to  expose  the  oesophagus.  The  pouch, 
which  was  slightly  distended  with  air,  was  found  passing  down- 
wards directly  behind  the  oesophagus,  its  lower  end  extending 
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to  a  point  just  below  the  level  of  the  supra- sternal  notch.  There 
were  no  adhesions.  It  was  readily  drawn  out  of  the  wound,  and 
had  its  origin  from  the  posterior  aspect  of  the  oesophagus  just 
about  its  junction  with  the  pharynx.  A  few  muscular  fibres 
were  spread  out  over  its  neck,  but  the  major  portion  of  it  seemed 
to  consist  mainly  of  thickened  mucous  membrane. 

An  oesophageal  bougie  was  then  passed  by  Dr.  Drmy,  after 
which  two  small  intestinal  clamps  were  applied  to  the  neck  of 
the  pouch,  between  which  a  division  was  made  A\dth  the  knife 
and  the  diverticulum  removed. 

A  continuous  fine  silk  suture  was  applied  to  the  cut  end 
before  removal  of  the  clamp.  Tliis  was  infolded  towards  the 
lumen  of  the  oesophagus  by  a  second  fine  silk  suture,  which 
passed  through  the  muscular  tissue  alone.  I  may  here  say 
the  application  of  this  suture  was  the  only  difficult  part  of  the 
operation,  as  the  oesophagus  slipped  back  into  its  normal  position 
the  moment  the  clamp  was  removed.  In  any  subsequent  case 
I  may  have  to  operate  upon  I  intend,  before  removing  the  clamp, 
to  pass  two  traction  sutures  through  the  oesophagus  above  and 
below  the  situation  of  the  communication  of  the  pouch  with  the 
oesophagus  by  means  of  which  the  assistant  can  pull  it  out  and 
thus  facilitate  the  passage  of  the  second  row  oi'  sutures  with 
greater  certainty  and  rapidity.  Having  completed  the  suturing 
of  the  oesophageal  opening  a  soft  stomach  tube  was  passed, 
and  the  stomach  washed  out  and  left  as  empty  as  possible  so  as 
to  diminish,  as  far  as  possible,  any  tendency  to  vomit.  A  small 
tube  was  passed  from  the  middle  of  the  wound  towards  the 
sutured  oesophagus,  and  around  this  tube  a  piece  of  gauze  was 
loosely  packed.  About  three- fourths  of  the  wound  \vas  closed 
by  silk- worm  gut  sutures,  and  protected  with  a  11  exile-collodion 
dressing. 

The  subsequent  treatment  consisted  in  giving  salines  with 
and  without  raw  meat  juice  per  rectum  at  regular  intervals, 
and  withholding  all  nourishment  by  the  mouth  for  four  days. 
The  mouth  was  frequently  rinsed  with  formolyptol  solutions 
and  kept  as  clean  as  possible.  On  the  fifth  day  teaspoonful 
doses  of  raw  meat  juice  and  sterilised  milk  and  small  pieces  of 
jelly  were  given  by  mouth,  and  when  it  was  seen  that  there  was 
no  sign  of  any  leakage  having  taken  place  from  the  a^sophageal 
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wound  fluid  nourishment  was  increased  both  in  amount  and  in 
frequency,  until  by  the  eighth  day  as  much  as  four  to  six  ounces 
were  taken  at  a  time.  Junket  was  then  added  and  beaten  up 
eggs.  From  this  on  the  diet  changed  to  fish-cream,  and  chicken- 
cream,  then  to  boiled  fish,  and  finally,  by  the  end  of  three  weeks, 
roast  lamb  with  vegetables  could  be  partaken  of  easily  and  with 
comfort. 

The  chief  trouble  lay  in  getting  the  bowels  to  act.  The 
temperature  rose  to  102°  F.,  but  the  pulse  kept  quiet,  and  there 
never  at  any  time  seemed  any  sign  of  irritation  about  the  wound, 
which,  indeed,  healed  up  by  first  intention  (the  sutures  were  all 
removed  on  the  fifth  day)  unless  at  the  site  of  drainage,  and  that 
healed  up  within  a  couple  of  days  after  the  drainage  had  been 
discontmued.  There  was  never  at  any  time  any  sign  of  leakage. 
An  attack  of  pleurisy  on  the  day  when  the  patient  was  about 
to  return  home  delayed  him  in  hospital  for  another  week. 

On  July  9  the  patient  wrote — "  Since  the  operation  in  June 
last  I  have  no  inconvenience  in  swallowing."  He  has  since 
taken  a  trip  to  New  Zealand,  and  has  returned  in  perfect  health. 
There  is  no  discomfort  whatever  about  his  neck  while  swallowing. 

EtiologicaUy. — ^There  are  two  varieties  of  diverticulum — 
viz.,  traction  and  pressure  diverticula.  In  the  former  the 
wall  of  the  oesophagus  is  pulled  outwards  by  the  contraction 
of  fibrous  tissue  formed  in  connection  with  some  old-standing 
inflammation  in  some  neighbouring  structure  to  which  the 
OBSopliagus  had  become  adherent. 

Most  of  these  traction  diverticula  are  small,  and  situate 
on  the  anterior  aspect  of  the  oesophagus,  but  traction  diverti- 
cula have  also  been  observed  on  the  posterior  wall.  Such 
diverticula  do  not,  as  a  rule,  produce  symptoms  because 
the  apex  of  the  diverticulum  is  at  a  higher  level  than  the 
opening,  so  that  food  as  it  passes  along  the  oesophagus  either 
does  not  enter  it  at  all  or  does  not  stay  in  the  diverticulum. 
Such  a  condition  is  said,  however,  to  favour  the  development 
of  carcinoma.  Pressure  diverticula  are  produced,  as  the 
term  implies,  by  pressure.     The  mouth  of  the  diverticulum 
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is  at  a  Higher  level  than  the  sacculus  itself,  consequently 
food  enters  the  pouch,  and  the  tendency  is  for  the  diverticulum, 
having  once  formed,  to  continue  to  increase  in  size. 

These  pressure  diverticula  are  situated  at  the  posterior 
or  posterolateral  aspect  of  the  oesophagus  at  its  junction 
with  the  pharynx.  Their  production  is  said  to  be  favoured 
by  the  physiological  narrowing  which  exists  at  the  level  of 
the  pharyngeal  constrictor  and  the  gap  which  is  said  to  exist 
at  that  point  in  the  longitudinal  muscular  layer.  They  vary 
in  size,  and  may  extend  for  a  considerable  distance  into  the 
thorax.  They  usually  pass  downwards  towards  the  left, 
but  may  be  met  with  on  both  sides.  Something  like  one 
hundred  cases  have  been  reported  from  time  to  time. 

Mr.  H.  T.  Butlin  has  reported  no  less  than  eight  cases 
upon  which  he  operated,  \\dth  one  death,  and  he  states  he 
has  notes  of  some  six  or  seven  more.  These  cases,  in  his 
opinion,  are  not  so  rare  as  we  have  been  led  to  suppose.  He 
thinks  it  only  requires  practitioners  to  have  their  attention 
directed  to  the  symptoms  of  the  condition  to  have  more 
cases  recognised.  On  account  of  their  comparative  rarity 
I  may,  therefore,  be  pardoned  for  mentioning  briefly  the 
symptoms  to  which  they  at  times  give  rise. 

In  the  early  stages  the  patient  complains  of  dryness  and 
a  scratchy  feeling  in  the  throat,  frequent  hawking,  nausea, 
expectoration  of  mucous,  and  a  flow  of  saliva.  Hawking 
brings  up  particles  of  food  from  the  last  meal  mixed  with 
mucous.  A  feeling  of  pressure  may  be  experienced  after 
taking  solid  food.  After  some  time  the  sensation  of  the 
presence  of  a  foreign  body  in  the  throat  is  experienced,  and 
there  is  difficulty  in  swallowing.  Small  quantities  of  food 
regurgitate  into  the  mouth,  sometimes  while  eating,  at  other 
times  after  long  intervals — for  example,  on  getting  up  in 
the  morning  portion  of  the  previous  night  s  supper  may  be 
regurgitated  ;  this  is  the  most  important  sign  of  the  condition. 
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Pressure  on  the  side  of  the  neck  after  eating  or  drinking 
may  empty  the  contents  of  the  pouch  into  the  mouth.  The 
regurgitated  or  ejected  contents,  unless  when  decomposition 
has  taken  place  in  the  pouch,  appear  just  as  if  recently 
swallowed — they  are  mixed  with  saliva  and  mucus  never 
appear  digested,  and  are  never  mixed  -with  stomach  contents. 
Efforts  to  swallow  may  be  associated  with  a  gurgling  noise 
in  the  phar}mx  owing  to  the  escape  of  air  from  the  pouch. 
Large  diverticula,  when  distended,  may  produce  dyspnoea 
and  hoarseness  from  pressure,  while  the  pressure  upon 
neighbouring  blood  vessels  may  produce  congestion.  The 
pressure  of  a  distended  diverticulum,  if  large,  may  obliterate 
the  oesophagus  so  as  to  render  further  deglutition  quite  im- 
possible. Decomposition  of  the  contents  of  a  diverticulum 
will  produce  great  foetor  of  the  breath.  These  symptoms  may 
not  manifest  themselves  till  late  in  life.  Most  cases  are  over 
forty  years  of  age,  and  some  are  up  to  seventy  years  or  more. 
One  case  of  Butlin's  successfully  operated  on  was  seventy- 
three,  and  one  case  reported  in  the  Annals  of  Surgery,  October, 
1908,  by  Dr.  George  B.  Brewer,  was  seventy-eight  years  of 
age,  yet  it  was  also  successfully  operated  on. 

The  diagnosis  can  general^  be  readily  made  from  the  history, 
which  is  quite  characteristic.  Nothing  could  be  more 
typically  characteristic  of  an  oesophageal  diverticulum  than 
the  history  of  the  case  just  detailed.  Examination  with 
X-rays  by  the  screen  while  giving  food  containing  some  salt 
of  bismuth,  particularly  a  heavy  salt,  such  as  the  oxide  of 
bismuth,  will  confirm  the  diagnosis.  An  X-ray  photograph 
can  then  be  taken  when  the  pouch  is  full  of  the  bismuth 
food,  and  will  be  a  permanent  record  of  the  situation  and 
extent  of  the  pouch. 

The  a'sophageoscope,  I  have  no  doubt,  would  also  confirm 
the  diagnosis  as  well  as  show  the  position  and  size  of  the 
diverticulum. 

T.  I 
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Cases  have  been  mistaken  now  and  again  for  stricture  of 
the  oesophagus,  either  simple  or  malignant.  One  case  was 
operated  upon  by  the  late  Mr.  Whitehead,  of  Manchester, 
under  the  impression  that  the  patient  was  suffering  from 
cancer  of  the  oesophagus  (gastrostomy  being  the  operation). 
She  survived  some  six  years,  and  the  post-mortem  showed  the 
real  cause  of  the  trouble  to  have  been  an  oesophageal  pouch. 
One  of  Mr.  Butlin's  patients  had  his  throat  cauterised  and 
the  uvula  cut  or  burnt  off  under  the  impression  that  the 
elongated  uvula  produced  the  symptoms  reflexly.  In  this 
case,  too,  the  patient  was  cauterised  several  times  under  the 
same  impression  by  a  specialist. 

Prognosis. — ^\Vithout  operation  the  prognosis  is  bad.  No 
good  result  can  be  expected.  The  condition  gradually  gets 
worse  until  death  takes  place  from  inanition  or  until  de- 
composition leads  to  suppression  and  abscess,  mediastinitis, 
or  septic  pneumonia,  while  it  is  said  the  condition  nia)^  lead 
to  the  development  of  cancer  (the  pouch  itself  becoming 
cancerous). 

The  correct  treatment  consists  in  the  complete  removal 
of  the  pouch.  This  can  be  readily  done,  and  is  not  an  opera- 
tion which  taxes  the  patient  s  strength  or  vital  powers  unduly. 
It  is  a  simple  one  to  perform,  and  the  results  are  eminently 
satisfactory.  Old  age  does  not  seem  to  be  any  bar  to  the 
success  of  the  operation. 

The  mouth  and  teeth  should  be  seen  to  before  the  operation, 
and  the  pouch  itself  should  be  empty.  If  the  breath  is 
foetid  the  probability  is  that  decomposition  is  taking  place 
in  the  pouch.  It  should,  therefore,  be  washed  out  with  some 
non-poisonous  antiseptic  or  disinfectant,  such  as  listerin, 
glycothymol,  or  formolyptol. 

The  incision  should  extend  from  the  hyoid  bone  to  the 
sternum,  on  whichever  side  the  pouch  is  situated,  along  the 
anterior  border  of  the  sterno-mastoid  muscle.     The  anterior 
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belly  of  the  omohyoid  muscle  and  the  superior  thyroid  vessels 
must  be  divided.  The  lateral  lobe  of  the  thyroid  gland  may 
require  displacement.  The  pouch  can  then  be  easily  seen 
and  withdrawn,  for  unless  decomposition  has  led  to  inflam- 
mation it  is  not  adherent.  The  continual  movements  of  the 
oesophagus  during  deglutition  prevent  adhesions.  On  with- 
drawing it  out  of  the  wound  in  the  neck  a  bougie  should  be 
passed  to  ensure  the  absence  of  stricture  and  to  indicate 
apcurately  the  position  to  which  the  clamps  may  be  applied 
so  as  not  to  encroach  too  much  upon  the  oesophagus.  Risk 
of  infection  of  the  neck  will  be  minimised,  if  not  abolished, 
by  having  the  pouch  emptied  and  by  dividing  between 
clamps.  The  loose  tissue  at  the  root  of  the  neck  should  be 
as  little  disturbed  as  possible,  otherwise  infection  of  the  neck, 
if  it  supervened,  would  readily  extend  to  the  mediastinum 
and  cause  death.  The  oesophageal  wound  should  be  accurately 
closed  by  two  or  possibly  three  rows  of  sutures.  The  first 
row  should  be  applied  to  the  cut  edges  of  the  neck  of  the 
diverticulum  before  the  clamp  is  removed.  Two  traction 
sutures  should  be  passed  through  the  oesophagus  above  and 
below  the  site  of  the  pouch  so  as  to  facilitate  the  application 
of  a  second  or  even  a  third  row  of  sutures  to  enfold  the  first 
row  (the  oesophagus  being  drawn  outwards  and  forwards 
by  the  assistant  pulling  upon  the  traction  suture). 

The  second  row  of  sutures  should  only  pick  up  the  muscular 
tissue  of  the  oesophagus,  while  a  third  row,  if  desired,  will 
close  the  loose  cellular  tissue  over  the  muscular  layer. 
Drainage  should  always  be  provided  for  by  tube  and  gauze, 
but  I  see  no  reason  for  leaving  the  entire  wound  open,  such  as 
Mr.  Butlin  and  others  recommend  (von  Bergman n's  operation). 
T  had  the  stomach  washed  out  after  the  oesophagus  was 
sutured  so  as  to  diminish  the  likelihood  of  post-antesthetic 
vomiting.     The  stomach  tube  passes  readily. 

The  post-operative  treatment,  I  think,  is  also  important. 
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In  any  future  case  I  may  have  the  opportunity  of  operating 
upon  I  shall  certainly  carry  out  a  similar  line  of  post-operative 
treatment  to  that  we  adopted  in  the  case  here  reported — 
viz.,  the  avoidance  of  all  nourishment  by  the  mouth  for  four 
days,  frequent  rinsing  of  the  mouth  and  pharynx  with 
formolyptol  or  other  antiseptic  mouth  wash,  and  rectal 
administration  of  salines  with  raw  meat  juice.  It  may  be 
said  the  patient  is  constantly  swallo^vsing  saliva,  so  that  he  will 
not  be  any  worse  off  to  allow  him  to  take  liquid  nourishment, 
but  I  think  less  strain  will  be  thrown  upon  the  cpsophageal 
wound  by  simply  lea\dng  the  patient  to  swallow  saliva  than 
by  giving  rtdlk  and  other  liquid  nourishment  to  drink. 
.^  Some  authorities  recommend  performing  a  prehminary 
gastrostomy  a  couple  of  weeks  before  removing  the  diverti- 
culum with  the  object  of  increasing  the  patient's  strength 
before  operation  and  with  the  object  of  being  able  to  feed 
the  patient  from  the  first  after  removal  of  the  diverticulum 
without  running  any  unnecessary  risk  of  leading  to  leakage 
of  the  oesophageal  wound.  In  greatly  emaciated  patients 
badly  exhausted  by  inanition  such  a  preliminary  operation 
under  cocain  anaesthesia  should  unquestionably  be  performed, 
but  in  cases  not  so  exhausted  it  is  quite  unnecessar}'. 

The  removal  of  the  diverticulum  itself  could  easily  be 
accomplished  under  local  anaesthesia,  and  the  patient  given 
a  satisfactory  meal  through  the  stomach  tube,  passed  before 
the  neck  wound  is  closed  and  while  the  sutured  oesophagus 
is  still  under  the  operator's  eye. 

Passing  a  tube  into  the  stomach  or  oesophagus  through  the 
mouth  and  leaving  it  in  position  so  as  to  feed  the  patient 
subsequent  to  the  removal  of  the  pouch  is  a  procedure  to 
which  I  should  not  have  recourse. 


Mr.  S,  F.  Prixgle  said  the  case  was  cue  of  the  first,  if  not  the 
first,  of  such  cases  reported  to  the  Academy.     He  wished  to  kuow 
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if  the  oesophagus  had  been  examined  since  with  the  boufrie,  and  if 
the  spasm  had  disappeared. 

Dr.  Magee  Finny  said  the  patient  was  under  his  observatioii 
for  some  years,  and  as  far  back  as  1903  it  was  thought  he  had 
something  of  a  pouch  about  his  throat.  It  was  a  great  worry  to 
him,  and  seemed  reflexly  to  produce  nervous  irritation  and 
dyspeptic  phenomena.  One  could  not  forecast  how  long  it  would 
be  safe  to  allow  a  patient  who  had  a  diverticulum  to  pass  without 
operation.  It  was  interesting  how  the  diverticulum  could  swell 
out  and  prevent  a  tube  passing,  and  yet  did  not  prevent  the 
taking  of  food  and  drink.  At  his  suggestion,  Dr.  Watson  tried  a 
meal  of  bread  and  milk  for  making  a  radiograph,  and  obtained 
excellent  results.  The  same  method  had  been  tried  on  a  patient 
approaching  eighty  years  of  age,  and  the  radiograph  which  he 
exhibited  showed  a  pouch  corresponding  to  that  in  the  former 
case.  A  later  picture  showed  a  lateral  increase,  and  he  would 
have  another  one  taken  shortly.  They  gave  her  the  same  mixture 
as  Mr.  Taylor  used,  and  they  could  see  it  on  the  screen  catching 
in  the  pouch  and  slipping  down  behind  it. 

Dr.  M'Vittie  referred  to  a  case  of  dilatation  of  the  oesophagus, 
brought  about  by  spasm,  in  which  the  patient  was  dying  of 
starvation.  By  the  use  of  Russell's  oesophageal  stricture  dilator, 
which  he  exhibited,  the  patient  w^as  completely  cured. 

Mr.  L.  G.  Gunn  said  he  had  a  case  which  seemed  an  ordinary 
case  of  carcinoma  of  the  oesophagus.  He  did  a  gastrostomy,  and 
did  not  think  the  patient  would  live  long.  Thii-teen  months 
afterwards  he  saw  him  again,  looking  well,  and  having  put  on 
weight.  He  then  thought  he  had  a  diverticulum  obstructing  the 
gullet.  Dr.  Woods  examined  the  case  with  the  oesophageoscopo, 
and  snipped  away  a  small  portion  of  the  stricture,  which  proved 
to  be  a  carcinoma. 

Mr.  R.  a.  Stoney  mentioned  a  case  in  which  the  diagnosis 
lay  between  malignant  disease  and  some  simple  stricture  of  a 
syphilitic  nature.  He  opened  the  stomach,  which  was  small  and 
adherent,  and  fed  him  with  a  tube  from  the  mouth  to  the  stomach. 
Later  he  had  to  do  a  duodenostomy,  and  lost  sight  of  the  case 
afterwards. 

Mr.  Taylor,  in  reply,  said  he  had  not  passed  a  bougie  since 
the  operation  was  done.    The  condition  was  not  usually  noticed 
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irntil  a  surgeon  questioned  the  patient,  when  it  was  not  in- 
frequently found  that  the  symptoms  began  about  thirty  to  forty 
years  of  age.  His  patient  dated  his  symptoms  back  twenty 
years.  (Esophageal  pouches  of  a  pressure  type  were  met  with 
always  at  the  junction  of  the  pharynx  and  oesophagus,  and  he 
was  convinced  that,  unless  in  extreme  cases,  the  shadows  in  a 
radiograph  would  not  extend  below  the  pericardium. 


SOxME  COMPLICATIONS  FOLLOWING  SUPRAPUBIC 
PROSTATECTOMY. 

By  lev ESOX  GOWER   GUXN,  3I.D.,  F.R.C.S.  ; 
Surgeon  to  the  Adelaide  Hospital. 

[Read  in  the  Section  of  Surgery,  February  19,  1909.] 

The  introduction  of  suprapubic  prostatectomy  by  Mr.  Freyer 
has  been  followed  by  such  marked  success  in  the  majority  of 
cases  of  enlargement  of  the  gland  operated  on  by  this  pro- 
cedure that  it  is  unnecessary  for  me  to  touch  on  this  side  of 
the  subject. 

To  object  of  this  short  paper  is  to  draw  attention  to  some 
of  the  complications  met  with  after  prostatectomy  and  to 
suggest,  when  possible,  a  means  of  preventing  such  troubles. 

I  shall  conclude  the  communication  by  giving  th  '  advantages 
we  may  reasonably  offer  to  a  patient  with  a  typical  enlarged 
prostate,  and  the  pains  and  penalties  that  accompany  that 
affection,  who  decides  to  have  the  gland  removed,  and  at 
the  same  time  balance  against  these  advantages  any  dis- 
advantages the  operation  may  entail.  My  reason  for  doing 
this  is  that  I  have  met  several  patients  who  were  dissatisfied 
with  the  result  of  the  operation  ;  dissatisfied,  I  think,  without 
any  just  cause,  for  the  operation  had  been  skilfully  carried 
out,  the  result  had  been  about  the  average,  but,  unfortunately, 
the  operator  had  promised  in  each  case  entire  freedom  from 
all  urinary  troubles,  a  condition  obtained  now  and  again, 
but  not  with  sufficient  frequency  to  justify  its  being  accepted 
as  the  routine  result. 

The  cases  on  which  I  have  based  these  remarks  are  26 
cases  of  my  own  on  whom  I  have  performed  prostatectomy 
and  29  cases    operated   on    by  other    surgeons ;    all    these 


136  Complications  following  Suprapubic  Prostatectomy. 

latter  cases  I  have  been  privileged  to  see  either  at  the 
time  of  the  operation  or  later  on.  Fifty-five  cases  are  not  a 
large  number  to  draw  conclusions  from.  Unfortunately,  most 
published  statistics  give  only  recoveries  and  deaths,  such  as 
111  cases  with  10  deaths,  or  122  cases  with  9  deaths,  &c. 
Such  figures  may  lead  the  unwary  surgeon  to  the  conclusion 
that  if  he  can  open  the  bladder  and  rend  out  his  patient's 
prostate  without  a  fatal  result,  a  perfect  cure  may  be  expected. 
My  small  number  of  cases  arc  sufficient  to  show  that  this 
view  is  incorrect. 

To  divide  the  complications  following  suprapubic  prosta- 
tectomy into  immediate  and  late  is  not  satisfactory.  In  the 
ordinary  course  of  events  a  patient  remams  in  a  nursing  home 
or  hospital  some  three  or  four  weeks  after  his  operation. 
I  propose  to  deal  first  with  such  complications  as  are  liable 
to  occur  during  this  period,  and  then  with  those  that  continue 
or  show  themselves  after  the  patient  has  resumed  his  ordinary 
walk  in  life. 

In  the  first  group  I  would  place  hspmorrhage,  suppression  of 
urine,  urinary  infiltration,  shock,  bronchitis,  sepsis,  epididy- 
mitis and  thrombosis. 

1.  Haemorrhage  at  and  immediately  after  the  operation  is, 
I  think,  produced  by  using  too  much  force  in  the  enucleation 
of  the  gland,  in  particular  allowing  the  finger  to  go  too  far 
behind  the  prostate,  and  removing  with  it  one  or  both  of  the 
seminal  vesicles.  I  believe  it  is  safer  to  snip  out  with  a  curved 
scissors  a  prostate  where  the  finger  fails  to  find  any  definite 
plane  of  separation. 

All  bleeding  should  be  stopped  before  the  patient  leaves  the 
operating  table — stopped  preferably  by  hot  douching,  and  if 
necessary,  pressure.  The  use  of  styptics  I  confine  to  giving 
the  patient  3i  of  chloride  of  calcium  the  day  before,  and  again 
the  morning  of  the  operation.  Local  styptics,  such  as  adrenalin, 
I  dislike.     The  only  serious  case  of  haemorrhage  1  have  had 
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occurred  in  a  gentleman  of  sixty-five.  Bleeding  at  the 
operation  was  free  ;  a  good  deal  of  force  had  to  be  used  in 
enucleating  the  gland ;  the  bleeding  promptly  stopped  on 
lightly  plugging  the  cavity  left  by  the  removal  of  the  prostate 
with  gauze  soaked  in  adrenalin.  Four  hours  later,  when  the 
effects  of  the  drug  had  passed  off,  severe  bleeding  set  in, 
which  I  had  great  difficulty  in  stopping.  I  have  also 
had  one  case  of  secondary  haemorrhage — a  man  of  sixty- 
one,  in  robust  health.  The  case  was  aseptic,  and  the  supra- 
pubic wound  closed  too  early.  On  the  eighth  day  I  passed 
a  catheter  at  10  o'clock,  and  washed  out  his  bladder  ;  two 
hours  later  I  was  sent  for,  and  found  my  patient  blanched, 
in  great  pain,  making  strong  efforts  to  pass  water,  and  nothing 
coming.  I  found  the  bladder  filled  vnth  about  20  ounces  of 
solid  blood  clot.  I  had  to  reopen  the  suprapubic  wound, 
and  turn  out  this  clot.  I  had  no  further  difficulty  with  the 
case.  I  think  catheterisation  whenever  possible  had  better 
be  avoided  from  the  sixth  to  the  tenth  day.  It  is  unwise  to 
allow  the  suprapubic  wound  to  close  until  the  prostatic  cavity 
is  well  covered  with  granulations. 

2.  Supj)ression  of  Uritie. — A  man,  aged  seventy,  admitted 
to  the  Adelaide,  unable  to  pass  any  urine  ;  his  bladder  dis- 
tended up  to  his  umbilicus.  A  large  prostate  prevented 
my  passing  any  form  of  catheter.  For  two  days  his  urine 
had  been  coming  drop  by  drop  from  him  ;  his  temperature  101'^, 
pulse  small  and  rapid  ;  everything  given  by  the  mouth  was 
vomited.  I  enucleated  his  prostate  without  difficulty.  After 
the  operation  his  pulse  remained  quick,  the  patient  very 
heavy  and  dull,  while  the  dressings  over  the  wound  remained 
dry,  as  no  urine  was  coming  away  ;  happily  he  was  able  to 
retain  saHne  by  the  rectum,  as  he  still  vomited  everv'thing 
given  by  the  mouth.  After  fift}^  hours  of  supi>ression  the 
kidneys  began  to  act,  and  all  his  bad  symptoms  rapidly  dis- 
appeared,  recovery  being  uneventful.     It  would  probably 
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have  been  better  surgery  to  bave  tapped  his  bladder  a  couple 
of  times,  and  so  postponed  the  operation  for  twelve  hours. 
Whenever  possible  it  is  well  to  give  the  patient  plenty  of 
fluids  right  up  to  the  time  of  the  operation. 

3.  Urinary  I nfilf ration. — I  have  seen  no  real  case  of  this. 
In  one  case  I  saw  in  consultation  a  considerable  area  of  sub- 
cutaneous fatty  tissue  sloughed  away  from  one  side  of  the 
wound,  but  this,  I  think,  was  due  more  to  the  septic  condition 
of  the  urine  than  to  any  true  infiltration.  The  maintenance 
of  free  drainage  should  make  such  a  complication  of  suprapubic 
prostatectomy  almost  impossible. 

4.  Shock. — I  have  seen  no  case  of  shock,  and  while  I  do  not 
doubt  its  existence,  yet  I  think  some  of  the  cases  recdrded  of 
severe  shock  after  this  operation  could  be  more  truthfully 
described  as  the  result  of  haemorrhage,  suppression  of  urine, 
or  sepsis. 

5.  Bronchitis. — This  I  look  on  as  the  most  severe  and 
dangerous  complication  after  pro.statectomy.  I  try  to  guard 
against  it  in  the  follo\ving  way  : — Should  the  patient  have 
any  cough  postpone  the  operation  for  a  few  days,  if  possible, 
until  his  chest  is  clear.  At  the  operation  I  distend  the  bladder 
with  air  instead  of  water.  I  ojjerate  with  the  patient  in  a 
slightly  reversed  Trendelenburg  position — i.e.,  his  head  and 
chest  rather  higher  than  his  pelvis ;  this  keeps  the  patient 
quite  dry  all  through  the  operation,  instead  of  having  him 
surrounded  with  wet  clothes  all  the  time,  as  he  would  be  if  the 
bladder  were  filled  with  water  and  the  Trendelenburg  position 
used.  As  far  as  possible  I  ask  the  anaesthetist  to  keep  to  light 
chloroform  anaesthesia.  I  am  sure  this  lessens  the  risk  of  chest 
complications,  and  has  also  the  advantage  that  the  bladder 
begins  to  contract  before  the  patient  leaves  the  operating 
table,  and  the  bleeding  is  so  much  the  less.  I  am  not  at  all 
sure  that  spinal  anaesthesia  should  not  be  emjiloyed  oftener 
in  these  cases  ;  so  far  the  amount  of  anaesthesia  I  have  obtained 
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in  the  bladder  after  spinal  anaesthesia  has  been  so  variable 
that  I  have  yet  no  confidence  in  it  as  a  bladder  anaesthetic. 
Lastly,  I  always  try  to  get  my  patient  out  of  bed  on  the  third 
day. 

6.  Sepsis. — In  very  septic  cases  it  is  wise  to  merely  drain 
the  bladder  for  a  few  days,  and  then  do  the  prostatectomy. 
I  lost  one  of  my  early  cases  through  not  doing  this.  The 
patient  was  eighty-five,  very  septic  ;  the  prostate  difficult  to 
remove,  and  hard  to  define  ;  large  sloughs  kept  coming  away 
from  the  bladder.  Ten  days  after  the  operation  the  wall  of 
the  rectum  immediately  below  the  prostatic  cavity  sloughed, 
leaving  a  large  communication  between  the  bowel  and  the 
bladder ;  two  days  later  the  patient  died.  I  have  seen  an 
abscess  form  after  prostectomy,  and  burrow  in  one  case 
into  the  perinseum,  in  another  into  the  groin ;  in  both  these 
cases  the  abscess  must  have  had  also  some  communication 
with  the  bowel,  as  the  discharge  was  faeculent.  In  a  case  of 
my  own  I  had  to  open  the  wound  a  week  after  it  had  healed 
and  evacuate  a  small  abscess  that  had  formed  in  front  of  the 
bladder,  without,  however,  opening  into  it. 

In  the  prevention  of  sepsis  I  think  the  free  administration  of 
urotropine — 30  grains  in  the  day,  both  before  and  after  the 
operation — is  of  advantage  ;  of  greater  importance  is  the 
thorough  washing  out  of  the  prostatic  cavity  twice  daily  with 
antiseptic  lotion .  As  long  as  the  drainage  tube  remains  in — 
that  is,  from  twenty-four  to  forty-eight  hours  I  wash  out 
through  this  tube,  but  as  soon  as  it  is  removed  I  wash  through 
the  urethra  by  means  of  a  pressure  douche  ;  this  washes  out 
the  cavity  more  thoroughly  than  can  be  done  by  means  of  a 
catheter. 

7.  Epididymitis. — This  is  obviously  caused  by  sepsis 
spreading  or  being  driven  down  the  open  mouth  of  an  ejacula- 
tory  duct ;  the  latter  is  most  likely  to  happen  about  the  time 
the  bladder  wound   closes  and  the  patient  begins  to  make 
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efforts  to  pass  water  per  urethram.  I  have  oiilv  seen  epididy- 
mitis occur  in  one  case — a  gentleman  who  had  had  repeated 
attacks  of  epididymitis  before  the  operation. 

If  sepsis  can  be  prevented  epididymitis  will  not  occur. 

8.  Thromhosis. — I  believe  this  is  not  a  very  uncommon 
complication ;  but  as  I  have  not  seen  a  case  I  merely  ask 
you  to  bear  it  in  mind. 

Among  the  later  complications  I  would  include  fistula,  incon- 
tinence, stricture,  hernia,  impotence,  residual  urine,  cystitis 
with  the  continuation  of  pain  and  frequency,  and  re-growth 
of  the  prostate. 

1.  Fistula. — The  failure  to  obtain  complete  closure  of  the 
suprapubic  wound  is  very  annoying  to  the  patient.  This 
complication  occurred  in  one  of  my  early  cases — a  feeble  man, 
with  double  pyelitis,  and  about  10  ounces  of  residual  urine  ; 
the  so-called  middle  lobe  was  very  prominent,  and  I  contented 
myself  by  removing  this  only.  This  appeared  at  the  time  of 
the  operation  to  leave  a  free  passage  for  the  urine.  I  feared 
that  the  total  removal  of  the  gland  might  prove  too  severe  a 
measure  in  such  a  septic  case.  I  have  learned  since  that  it  is 
dangerous  to  conclude  that  since  the  operator's  finger  passes 
freely  into  the  j)atient's  urethra,  the  urine  will  do  the  same 
when  the  patient  recovers  from  his  anaesthetic.  I  doubt  if 
any  partial  removal  of  the  gland  can  ever  be  satisfactory  in 
cases  where  the  gland  is  preventing  the  flow  of  urine.  If  the 
patient  will  not  stand  the  complete  removal  of  the  gland 
it  is  better  to  try  some  other  procedure  altogether,  such  as 
Bottini's  operation. 

In  the  case  I  have  just  referred  to  the  urine  never  passed 
very  freely  after  the  partial  prostatectomy,  and  he  always 
had  from  5  to  G  ounces  of  residual.  The  fistula  would  close 
for  a  week  or  two  and  then  re-open.  The  patient  was  so  bad 
after  the  first  operation  that  I  did  not  feel  inclined  to  advise 
any  complete  operation  in  his  case.    I  have  seen  several  cases 
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of  fistula  running  for  some  months  after  the  operation.  In 
one  case  it  was  due  to  the  bladder  wall  being  stitched  up  to 
the  rectus  muscle — quite  an  unnecessary  procedure — and  I 
think  in  two  other  cases  the  cause  might  be  traced  to  the  use 
of  some  form  of  special  apparatus  for  keeping  the  patient  dry 
after  the  operation.  Some  of  these  appliances  keep  up  a 
constant  suction,  and  are  liable  to  draw  up  into  the  suprapubic 
wound  the  soft  mucous  membrane  of  the  bladder,  and  so  favour 
the  formation  of  a  permanent  fistula. 

2.  Incontinence. — This  occurred  in  one  case — one  I  have 
abeady  mentioned  in  connection  with  acute  haemorrhage.  I 
think  I  may  possibly  have  injured  the  compressor  urethrse 
muscle,  on  which  the  patient  chiefly  depends  for  control  after 
his  prostate  is  removed.  This  patient  was  in  danger  of  wetting 
himself  unless  he  emptied  his  bladder  every  two  hours ;  this 
necessitated  his  wearing  a  urinal  at  night.  After  about  nine 
months  control  returned  sufficiently  to  allow  him  to  discard 
the  urinal  altogether. 

3.  Stricture. — I  saw  two  cases  in  which  considerable  narrow- 
ing had  taken  place  after  the  removal  of  the  gland.  In  one 
case,  done  in  England,  obstruction  came  on  in  six  months 
time ;  the  other  case  was  done  in  Dublin,  but  I  do  not  know 
if  there  was  any  difficulty  at  or  after  the  operation ;  this 
stricture  occurred  after  fifteen  months.  Both  cases  dilated 
easily  \vith  metal  bougies.  I  like,  whenever  possible,  to  pass 
a  full-sized  metal  bougie  three  months  after  the  operation, 
and  again  about  six  months  later  ;  then,  if  any  narrowing  is 
present,  make  arrangements  to  have  a  bougie  passed  once  a 
month  for  a  short  time. 

4.  Hernia. — I  have  seen  two  cases  of  heriiia  through  the 
suprapubic  scar.  I  do  not  know  why  they  occurred.  Beyond 
making  a  short  incision  I  take  no  special  precautions  in  my 
cases.  So  far  I  have  not  had  any  trouble  from  this  com- 
plication in  spite  of  getting  my  patients  up  on  the  fourth  day. 


142  Complications  foUoicing  Suprapubic  Prostatectomy. 

5.  Impotence. — As  one  might  expect  from  the  nature  of 
the  operation,  impotence  is  not  uncommon  after  prostatec- 
tomy. I  am  rather  surprised  that  it  does  not  occur  in  all 
cases.  Several  of  my  patients  told  me  that  their  sexual 
powers  have  remained  about  the  same  after  the  operation. 
My  reason  for  mentioning  this  subject  at  all  is  the  case  of  an 
officer,  aged  sixty-one,  in  vigorous  health,  whose  prostate  I 
had  to  remove  for  marked  obstruction ;  the  operation  was 
simple,  the  patient  returning  home  %v'ithin  four  weeks.  A 
month  later  he  wrote  (I  quote  his  own  words) : — "  I  am  in  the 
best  of  health  ;  the  waterworks  seem  perfect.  I  think  it  was 
very  cruel  of  you  to  allow  me  to  return  home  without  telling 
me  that  the  operation  had  made  me  impotent.  I  have  a  strong 
desire,  but  as  you  know  I  am  quite  impotent.""  I  should  no 
doubt  have  known,  but  the  truth  is  that  I  had  never  considered 
this  subject  at  all  in  connection  with  prostatectomy.  I 
received  that  letter  over  two  years  ago,  and  I  know  his  con- 
dition is  the  same  to-day — strong  sexual  desire,  with  no  power 
of  erection,  and  this  has  been  a  very  real  source  of  trouble  to 
him.  Since  then  I  have  warned  every  married  patient  that 
impotence  may  follow  this  operation. 

6.  Residual  Urine. — As  a  rule,  if  the  bladder  has  been  much 
distended  and  pouched  before  operation,  there  will  be  two  or 
three  ounces  of  residual  urine  for  the  first  twelve  months ; 
with  more  healthy  bladders  there  remains  from  one  to  one 
and  a  half  ounces  of  residual.  This  amount  may  be  ignored  ; 
it  tends  with  time  to  disappear. 

If  the  opening  be  made  high  up  on  the  anterior  wall  of  the 
bladder  the  attachment  formed  here  between  the  bladder  and 
the  back  of  the  scar  may  prevent  the  organ  from  properly 
emptying  itself,  and  cause  some  pain  from  dragging  on  the 
scar.  The  lower  the  opening  is  made  the  less  the  discomfort 
the  patient  will  afterwards  suffer. 

7.  Cystitis   tvith  Continuation  of  Pain  and  Frequency. — I 
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have  seen  three  cases  where  this  condition  occurred.  Two 
were  my  own,  and  in  both  the  cause  was  the  same — i.e.,  the 
formation  of  a  stone — in  the  one  case,  in  the  bladder  ;  in  the 
second — a  very  puzzling  case — the  stone  formed  about  eight 
months  after  the  prostatectomy  in  the  cavity  from  which  the 
piostate  had  come  ;  both  cystoscope  and  sound  passed  over 
without  striking  it  as  it  lay  here,  and  it  was  eventually  dis- 
covered by  a  rectal  examination. 

The  third  case  I  cystoscoped  nine  months  after  a  prosta- 
tectomy ;  he  still  had  frequency,  pain,  and  cystitis ;  he  could 
never  hold  his  water  more  than  one  and  a  half  hours.  I 
found  the  operation  area  still  raw  and  uncovered  by 
epithelium — apparently  the  same  condition  that  must  have 
been  present  two  weeks  after  the  operation.  No  real  healing 
has  taken  place.  So  far  the  patient  has  not  improved  with 
treatment.  I  think  it  may  be  necessary  to  drain  the  bladder 
through  a  suprapubic  incision  again. 

8.  Re-growth  of  the  Prostate. — This  patient  consulted  me 
because  all  his  urinary  symptoms  had  returned.  He  bad  had  a 
period  of  three  years '  freedom  after  the  operation.  The  patient 
believed  that  his  prostate  had  grown  again.  I  found  that 
this  was  a  correct  diagnosis.  Both  from  the  rectal  and  cysto- 
scopic  examinations  it  appeared  that  there  was  a  large  and 
apparently  complete  prostate  at  the  neck  of  the  bladder. 
1  presume  that  the  prostatectomy  must  have  consisted  in  the 
removal  of  one  or  more  adenomata  from  the  substance  of 
the  gland. 

Complete  removal  of  the  prostate  is  probably  never  carried 
out. 

In  conclusion,  let  me  point  out  that  after  prostatectomy 
we  may  expect  some  frequency  ;  the  patient  will  probably  have 
to  rise  and  empty  his  bladder  once  at  least  during  the  night. 

Cystitis,  if  severe  before  operation,  may  not  totally  disappear. 
A  small  amount  of  residual  urine  may  be  emptied. 
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It  is  for  these  symptoms  that  the  patient  seeks  our  advice. 
It  is  not  well  to  advise  operation  in  cases  of  slight  frequency, 
or  a  small  amount  of  residual  urine,  unless  there  are  other 
indications  for  this  operation. 


]\Lr.  S.  F.  Pringle  recalled  a  troublesome  case  of  fistula,  and 
thought  it  was  not  \nse  to  tie  in  the  catheter.  A  fistula  would 
close  rapidly,  but  as  soon  as  the  catheter  was  taken  out  the 
scar  tissue  would  re-contract.  For  a  few  days  after  operation  he 
generally  used  suction  apparatus.  He  had  come  to  look  on 
hiccough  in  a  prostatectomy  case  as  a  sure  precursor  of  death. 

Mr.  Wm.  Taylor  said  he  had  recently  been  thinking  whether 
they  were  not  foolish  in  sticking  to  the  suprapubic  method,  and 
not  removing  the  prostate  by  the  perineal  route.  Mr.  Young's 
statistics  showed  110  cases  done  in  succession  without  a  single 
death,  and  in  146  cases  there  was  only  one  death.  His  own 
mortaUty  was  8  per  cent,  to  10  per  cent.  He  looked  on  the  use 
of  scissors  as  more  or  less  unsurgical  even  under  one's  eye,  and 
to  use  them  blindly  did  not  appeal  to  him.  Among  the  com- 
plications following  the  operation  he  had  seen  senile  gangrene 
arising,  he  believed,  from  a  weak  heart.  He  had  also  seen  pelvic 
cellulitis  follow,  and  he  had  seen  a  patient  die  apparently  of 
haemorrhage  and  shock.  He  had  found  that  cases  in  which  he 
did  not  use  suction  apparatus  did  as  satisfactorily  as  the  ones 
in  which  suction  was  required.  He  now  used  nothing  but  a  pad 
of  wool,  and  the  results  were  satisfactory.  He  looked  on  hiccough 
as  a  sign  of  urjemia,  and  consequently  a  fatal  sign. 

Mr.  Gunn,  in  reply,  said  the  less  appliances  they  had  the 
better.  He  thought  it  was  hardly  fair  to  take  the  statistics  of 
one  man,  who  was  an  expert  at  an  operation,  and  selected  his 
cases  carefully.  American  statistics  were  not  as  good  as  the 
general  Finj^dish  statistics,  and  impotence  and  troubles  of  a 
similar  kind  must  be  more  frequent  after  the  perineal  than  after 
the  suprapubic  operation.  He  thought  it  was  better  sUrgery 
to  pass  a  curved  scissors  and  cut  through  the  sutures  than  to 
drag  them  with  the  finger.  In  two  cases  of  Bottini's  operation 
which  he  had  seen  the  results  were  completely  satisfactory. 


BIER'S  METHOD  OF  TREATMENT  BY  HYPEREMIA. 

By  R.  ATKINSON  STONEY,  M.B.,  F.K.C.S.; 
Surgeon  to  the  Royal  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Surgery,  May  7,  1909] 

I  WISH  to  start  to-night  by  explaining  that  this  is  not  going 
to  be  a  lengthy  paper  dealing  with  the  extensive  subject  of 
hyperaemia  as  a  curative  agent  in  various  pathological  con- 
ditions, and  discussing  the  very  vexed  question  as  to  how 
it  produces  its  effects.  I  merely  intend  to  give  a  short 
description  of  some  of  the  ways  in  which  this  hyperaemia 
may  be  brought  about,  and  to  illustrate  the  results  that  may 
be  expected,  by  a  brief  account  of  a  few  of  the  various  cases 
that  I  have  treated  during  the  last  couple  of  years  at  the 
Royal  City  of  Dublin  Hospital.  In  the  summer  of  1906 
I  spent  about  three  weeks  in  Bonn,  and  while  there  had  the 
pleasure  of  attending  the  hospitals  where  Prof.  Bier  was 
working.  At  them  I  had  the  opportunity  of  seeing  cases.; 
which  were  undergoing  treatment  daily  by  hyperaemia,  and 
also  cases  which  had  been  so  treated,  and  were  at  that  time 
cured.  I  should  like  to  mention  the  kindly  manner  in  which 
Prof.  Bier  received  me,  not  only  welcoming  me  to  the  general 
hospital  where  he  worked,  but  also  inviting  me  to  attend 
at  the  hospital  where  he  treated  his  private  patients.  I 
was  so  impressed  with  the  results  which  I  saw  there  that, 
before  leavmg  Bonn,  I  obtained  some  of  the  appliances  used 
and  brought  them  back  to  Dublin.  Since  then  they  have 
been  extensively  used  at  the  Royal  City  of  Dublin  Hospital, 
and  it  is  the  general  impressions  which  I  have  gained  from 
their  use  there  which  I  wish  to  bring  before  the  members 
of  the  Academy  to-night. 

There    are    two    main    forms    of    hyperEemia — active    and 
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passive.  Active  liyperaemia  is  brought  about  by  the  applica- 
tion of  heat.  This  form  of  h}'per8emia  I  do  not  intend  to 
discuss  to-night.  I  shall  confine  myself  to  the  second  or 
passive  form  of  hypersemia.  There  are  two  principal  methods 
of  producing  this  kind  of  hypenemia — by  the  elastic  bandage 
and  by  the  cupping  or  suction  glasses.  It  was  for  the  treat- 
ment of  tubercular  disease  that  this  passive  hyperaemia 
was  first  introduced  more  than  sixteen  years  ago  by  Bier, 
but  of  recent  years  its  use  has  been  extended  to  the  cure 
of  other  forms  of  inflammation,  both  acute  and  chronic, 
and,  curious  to  say,  it  would  appear  that  the  good  results 
follow  more  certainly  and  quickly  the  use  of  this  treatment, 
not  in  the  tubercular  cases  for  which  it  was  first  suggested, 
but  in  the  cases  of  inflammation  due  to  other  causes.  Bier 
himself  explains  that  he  got  the  idea  of  applying  hyperaemia 
for  tuberculosis  from  the  for  owing  observations  made  by  the 
older  physicians.  Farre  and  Travers,  in  1815,  and  Louis, 
in  1826,  called  attention  to  the  frequent  appearance  of  pul- 
monary stenosis  in  phthisis,  explaining  it  by  the  pronounced 
anaemia  of  the  lungs  which  this  form  of  heart  disease 
produces.  The  observations  of  those  physicians  have  been 
confirmed  without  exception,  so  that  Frerichs  (1853)  could 
pronounce  the  dictum  "  pulmonary  tuberculosis,  be  the 
relation  of  this  disease  to  tuberculosis  what  it  may,  is  the  usual 
end  in  diseases  of  the  pulmonary  artery."  Conversely, 
Rokitansky  (1838)  maintained  that  diseases  of  the  heart, 
accompanied  by  fulness  of  blood  in  the  lungs,  offered  immunity 
against  tuberculosis,  in  his  own  words : — "  A  relation  of 
hypertrophy  of  the  heart  to  tuberculous  disease  is  shown 
by  the  results  of  numerous  observations.  Out  of  143  cases 
(simple,  excentric,  as  well  as  concentric  hypertrophy)  I  find 
in  fifteen  cases  there  is  now  extinct  tuberculosis  of  the  lungs. 
In  all  other  cases,  persons  of  variable  age,  sex,  occupations, 
&c.,  there  never  was  a  tubercle,  from  which  it  can  be  con- 
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eluded  that  both  diseased  conditions  cannot  exist  at  the  same 
time  in  one  and  the  same  individual,  and  especially  that 
in  the  presence  of  the  named  disease  of  the  heart  no  tubercu- 
losis, especially  pulmonary  tuberculosis,  can  develop."  The 
same  immunity  against  tuberculosis  Rokitansky  ascribed  to 
people  with  distortions  of  the  spine,  in  whom,  as  is  well 
known,  pronounced  stasis  develop  in  the  circulation  of  the 
lungs.  Rokitansky 's  observations  have  been  repeatedly 
confirmed,  but  they  also  have  been  frequently  attacked. 
And  though  the  large  majority  of  physicians  who  have 
expressed  themselves  on  this  subject  do  not  allow  his  asser- 
tions to  stand  in  the  comprehensive  way  that  he  expressed 
them,  nevertheless  they  acknowledge  the  correctness  of 
the  principle  and  admit  a  relative  immunity  of  congestion 
of  the  lungs  against  tuberculosis. 

I  shall  say  very  little  to-night  concerning  the  treatment 
of  tuberculous  cases  with  passive  congestion,  as  my  experience 
has  been  neither  very  extensive  nor  promising. 

First,  as  regards  the  method  of  producing  passive 
hypersemia  or  venous  congestion  by  means  of  the  elastic 
bandage.  These  bandages  are  of  thin  rubber,  eighty  inches 
long  by  two  inches  broad.  This  is  the  method  that  is  most 
usually  adopted  for  tuberculous  cases,  especially  tuberculous 
disease  of  joints ;  it  is  also  used,  however,  for  extensive 
inflammations  of  a  septic  nature,  as,  for  instance, 
osteomyelitis  in  both  the  acute  and  chronic  stage,  cellulitis, 
inflammation  of  tendons  and  their  sheaths  as  onychia,  acute 
and  clironic  arthritis,  &c.  The  first  general  rule  to  be 
observed  is  that  in  tuberculous  cases  the  bandage  is  applied 
for  one  to  two  hours  daily,  whereas  in  all  other  cases  it  is 
applied  for  two  periods  of  eight  to  eleven  hours,  or  one  period 
of  sixteen  to  twenty-two  hours  out  of  the  twenty-four.  The 
bandage  can  be  used  to  produce  a  passive  hypersemia  of  the 
extremities  or  of  the  head  and  neck ;    in  the  latter  case  a 
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band  of  ordinary  black  elastic  encircling  the  neck  below  the 
larynx  is  used.  By  a  special  modification  a  passive  hyperaemia 
of  the  shoulder  joint  can  be  produced,  but  as  yet  there  has 
been  no  satisfactory  means  foimd  of  producing  this  hyperaemia 
in  the  hip  joint.  Considerable  care  must  be  exercised  in 
the  apphcation  of  the  bandage  or  grave  injury  may  result. 
And  it  is  probably  to  a  large  extent,  owing  to  improper 
application,  that  unfavourable  results  have  been  so  frequently 
reported  as  following  this  method  of  treatment.  The  bandage 
is  to  be  applied  with  sufficient  force  to  offer  some  resistance 
to  the  venous  flow,  but  none  to  the  arterial.  The  pulse, 
therefore,  below  the  bandage  should  not  be  reduced  in 
volume,  and  the  limb  should  not  become  colder,  but  rather 
warmer,  than  its  fellow,  and  should  be  of  a  bright  or  dark 
red  colour,  not  piu-plish.  But  one  of  the  best  criteria  of 
whether  the  bandage  is  properly  applied  or  not  is  the 
sensation  of  the  patient.  Passive  congestion,  by  whatever 
methoditis  fwduced.  should  never  cause  pain  ;  on  the  contrary, 
one  of  its  most  striking  features  and  greatest  advantages 
is  that  it  relieves  pain  if  present.  The  farther  from  the 
seat  of  disease  that  the  bandage  is  p'aced  the  better,  as  a 
rule,  so  that  in  disease  of  the  wrist  the  bandage  should  be 
applied  to  the  upper  arm.  Again,  the  bandage  should  be 
applied  over  an  extensive  area,  and  the  position  should  be 
slightly  changed  from  day  to  day  to  prevent  the  skin  from 
becoming  chafed,  especially  is  this  advisable  where  the 
bandage  is  left  on  for  long  periods.  Sometimes  in  the  case 
of  very  thin  patients,  or  those  with  an  unusually  thin  skin, 
it  is  very  hard  to  prevent  some  pain  and  chafing  of  the  skin 
under  the  bandage,  but  by  washing  the  skin  with  alcohol 
and  placing  a  layer  of  cotton  wool  between  the  bandage 
and  the  skin  much  may  be  done  to  avoid  this  trouble. 

From  my  personal  experience  of  this  method  of  treatment 
of   tuberculous  disease  of  joints  I  cannot  say  that   I   have 
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seen  any  good  results,  but  1  must  at  once  confess  that  this  is 
probably  not  the  fault  of  the  method  but  of  myself,  as  I 
have  not  had  the  most  suitable  cases  in  which  to  try  it,  and 
have  never  had  the  patience  to  continue  the  treatment  for 
the  necessary  length  of  time.  According  to  Bier,  nine  months 
is  the  least  time  in  which  this  method  can  be  expected  to 
produce  a  marked  result  or  cure,  I  must  say  also  that  while 
in  Bonn  I  saw  several  cases  in  which  this  treatment  had 
produced  or  was  producing  excellent  results.  Some  of  these 
had  been  severe  cases  with  numerous  sinuses,  and  whenll 
saw  them  they  had  healed  and  left  a  movable  joint.  Bier 
himself  confesses  that  he  has  had  the  least  satisfactory  results 
in  the  case  of  the  knee-joint,  and  that  in  the  majority  of 
cases  operative  treatment  is  better  here,  as  even  if  a  cure 
is  obtained  by  passive  congestion  the  joint  is  usually  stiff, 
and  is  liable  to  contraction,  and,  therefore,  no  better  than 
if  the  treatment  had  been  shortened  by  early  operation. 
In  the  cases  of  tubercular  disease  of  joints  also  it  is  much  more 
difficult  to  produce  the  right  degree  of  congestion  than  in 
other  affections,  and  there  is  a  much  greater  danger  of  doing 
harm.  Tf  the  hyperaeniia  employed  is  excessive,  either  in 
degree  or  duration,  cold  abscesses  are  liable  to  form,  and 
spread  with  amazing  rapidity.  But  in  other  pathological 
conditions  I  have  obtained  most  gratifying  results.  For 
instance,  in  the  treatment  of  onychia,  I  may  give  the  following 
two  typical  examples  : — 

Case  I. — A  girl,  aged  thirteen,  was  seen  in  the  dispensary  on 
Wednesday,  April  28  ;  the  middle  finger  of  the  right  hand 
had  been  sore  for  three  or  four  days,  and  so  painful  that  the 
patient  had  scarcely  slept  at  all  for  two  nights  ;  the  whole 
finger  was  gi'eatly  swollen,  and  suppuration  was  evident  on 
the  front  of  the  terminal  phalanx.  An  ^incision  one  centi- 
metre long  was  made,  and  a  small  quantity  of  pus  was 
evacuated.      A  congestion   bandage  was   put  on  the  upper 
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arm  and  a  loose  dressing  applied.  The  bandage  was  re- 
moved after  ten  hours;  there  was  no  pain,  and  the  patient 
slept  all  night.  For  the  next  fom-  days  the  bandage  was 
apphed  for  twentr-two  hours ;  there  was  no  further  dis- 
charge ;  pain,  stiffness  and  swelling  disappeared,  and  the 
finger  was  well  within  a  week. 

Case  II. — A  girl  of  twenty-two  was  seen  in  the  dispensary 
with  great  pain,  swelling,  redness  and  tenderness  at  the  side 
of  the  nail  of  the  left  little  finger ;  these  symptoms  had 
lasted  for  three  days,  and  the  patient  had  had  no  sleep  the 
night  before.  No  distinct  signs  of  pus  were  present,  A 
bandage  was  applied  to  the  upper  arm  for  twenty-two  hours 
on  three  successive  days ;  the  pain  and  swelling  rapidly  dis- 
appeared, and  the  finger  was  in  a  normal  condition  when  seen 
on  the  fourth  morning.  Instances  like  these  might  be 
multiplied   indefinitely. 

As  examples  of  infection  of  bone  I  may  mention  the 
following  two  cases  : — 

Case  III, — A  young  man  of  twenty-two  was  admitted  to 
hospital  in  February,  1907.  There  was  considerable  swelling 
of  the  lower  part  of  the  left  thigh,  and  a  sinus  on  the  inner 
side,  where  an  abscess  had  been  opened  in  the  country  a 
month  previously.  On  probing,  an  extensive  surface  of  bare 
bone  on  the  back  and  inner  side  of  the  femur  was  felt.  X-ray 
examination  showed  extensive  disease  of  the  lower  end  x)f  the 
femur.  The  bone  was  freely  exposed  by  operation,  and  an 
opening  made  into  the  interior.  There  was  no  sequestnim, 
but  a  very  large  part  of  the  lower  end  of  the  femur,  including 
the  whole  of  the  popliteal  surface,  was  bare  and  rough  ;  both 
the  elastic  bandage  and  suction  glass  were  used,  and  the 
parts  healed  up,  and  the  patient  left  the  hospital  apparently 
cured  at  the  end  of  eight  weeks.  In  May,  1908,  the  patient 
returned  with  a  small  smus  discharging  then  purulent  material 
in  the  tract  of  the  old  scar;    there  was  some  swelling  also 
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of  the  lower  part  of  the  thigh.  The  bandage  was  again  appHed, 
and  the  sinus  rapidly  healed,  and  the  patient  was  discharged 
cured  in  three  weeks.  Since  then  he  has  remained  well, 
and  has  been  able  to  do  all  his  ordinary  work  as  a  farmer. 

Case  IV. — A  man  of  thirty-two  ;  admitted  March  20,  1909 ; 
sent  up  from  the  country  for  amputation.  Six  months 
previously  he  developed  an  abscess  on  the  back  of  his  leg, 
just  above  the  heel  ;  this  was  opened,  but  the  inflammation 
spread.  AVhen  admitted  the  whole  region  of  the  ankle  was 
enormously  swollen ;  there  were  numerous  sinuses  on  the 
back  and  front  and  inner  side  of  the  ankle ;  bare  bone  was 
felt  on  probing,  and  the  probe  could  be  passed  apparently 
tlirough  the  lower  end  of  the  tibia  from  one  sinus  to  another, 
complete  ankylosis  of  the  ankle-joint  was  present.  The 
X-rays  showed  a  great  enlargement  of  the  end  of  the  tibia, 
containing  a  large  irregular  cavity.  The  parts  were 
thoroughly  opened  up  and  the  interior  of  the  bone  scraped ; 
no  definite  sequestrum  Avas  found.  The  bandage  has  been 
used  almost  daily  for  twenty-two  hours  since  a  few  days 
after  the  operation.  The  pain  which  before  and  for  the  first 
couple  of  days  after  operation,  was  excessive  and  prevented 
sleep,  disappeared  immediately  [on  the  application  of  the 
bandage  and  has  not  returned ;  the  sinuses  have  closed,  and 
the  swelling  has  almost  entirely  disappeared,  and  I  expect 
the  patient  will  be  able  to  leave  hospital  and  return  to  his 
work  before  the  end  of  this  month. 

It  is,  perhaps,  in  cases  of  gonorrhoeal  arthritis,  however, 
that  the  most  remarkable  results  are  seen,  the  pain  and 
stiffness  disappearing  with  really  marvellous  rapidity.  I 
have  not  treated  any  of  these  cases  myself,  but  saw  some  so 
treated  while  at  Bonn.  One  case  specially  made  a  great  impres- 
sion on'me. — A  man  with  an  acute  gonnorhoeal  arthritis  of  his 
wTist,  who^toldjne  that  the  pain,  which  had  been  excessive, 
ceased  within  half  an  hour  after  the  application  of  the  bandage. 


152       Bier's  Method  of  Ireatment  by  Hyjierosmia. 

Let  us  now  pass  to  the  consideration  of  the  second  great 
method  of  producing  passive  hyperaemia — that  is,  by  means 
of  cupping,  or  suction-glasses.  These  are  made  in  all  shapes 
and  sizes,  from  a  large  bell  which  can  cover  a  secreting 
mammary  gland  to  a  small  one  just  large  enough  to  cover 
a  boil.  A  partial  vacuum  is  produced  in  the  smaller  ones 
by  the  rubber  ball  attached  to  them,  and  in  the  larger  ones 
by  means  of  an  exhausting  pump.  This  method  is  applicable 
to  all  cases  of  localised  inflammation,  whether  acute  or  chronic, 
specially  to  those  where  there  is  an  opening  in  the  tissues. 
The  general  method  of  use  is  to  apply  the  cup  daily  for  forty- 
five  minutes.  During  the  seance  the  treatment  is  arranged 
•approximately  thus : — The  glass  is  allowed  to  remain  in 
position  for  five  minutes,  and  is  then  removed  for  three 
minutes ;  this  sequence  of  events  is  then  repeated  from 
six  to  ten  times.  Here  again  the  same  care  must  be  taken 
that  an  excessive  hypersemia  is  not  produced.  The  part 
within  the  glass  should  not  become  a  dark  purple,  but  a  bright 
Ted,  and  no  pain  should  he  caused.  If  there  is  pain  the  glass 
is  improperly  applied.  Of  course  strict  asepsis  should  be 
observed,  the  glass  being  boiled  before  use  and  the  surround- 
ing tissues  cleaned.  It  is  well  also  to  smear  the  surrounding 
skin  with  some  antiseptic  ointment  (personally  I  use  one 
composed  of  equal  parts  of  Tinct.  Benz.  Co.  and  vaseline)  to 
prevent  irritation  of  the  skin  by  the  discharges  and  to  assist 
the  glass  in  adhering  to  the  part.  A  glass  of  a  sufHciently 
large  size  to  include  a  fairly  broad  area  of  tissue  around  the 
opening  should  always  be  chosen,  as  otherwise  a  strangulation 
of  the  parts  may  be  produced,  or  the  edges  of  the  opening 
may  be  pressed  together  and  the  discharges  prevented  from, 
rather  than  assisted  in,  escaping.  In  some  cases,  especially 
where  there  is  a  long  sinus  leading  to  a  fair-sized  cavity, 
it  may  be  advisable  to  place  a  drainage  tube  in  the  sinus 
before  applying  the  cup.     In  the  cases  of  tubercular  sinuses 
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and  abscesses  the  degree  of  vacuum  produced  may  be  some- 
what greater,  and  the  duration  of  application  may,  with 
advantage,  be  somewhat  longer  than  in  cases  of  acute  septic 
inflammation.  With  the  assistance  of  this  method  of  treat- 
ment it  will  be  found  that  boils,  carbuncles,  abscesses, 
tuberculous  fistula?,  &c.,  will  heal  with  greatly  increased 
rapidity.  The  followmg  case  is  fairly  typical  of  what  may 
be  expected : — 

Case  V. — A  boy,  aged  sixteen,  Avas  admitted  to  hospital 
March,  1909,  with  a  large  acute  abscess  on  the  back  of  his 
neck ;  a  small  incision  was  made,  and  about  one  and  a  half 
ounces  of  pus  evacuated.  A  cup  was  applied  on  three 
successive  days ;  the  discharge  rapidly  decreased,  and  the 
patient  was  sent  out  cured  on  the  fifth  day. 

In  abscess  of  the  breast  it  is,  perhaps,  that  the  most 
gratifying  results  are  seen.  By  means  of  a  very  small  incision, 
followed  by  the  application  of  a  cup,  even  severe  cases  may 
be  cured  in  a  short  time  without  scarring,  deformity,  or  loss 
of  function.  My  personal  experience  of  these  cases  has 
been  limited  to  a  small  number;  but  I  believe  that  at  the 
Kotunda  Hospital  several  cases  have  been  very'  successfully 
treated.  Bier  says  that  he  has  seen  excellent  recoveries 
where  he  has  had  to  open  as  many  as  eight  to  ten  abscesses 
successively  by  small  incisions.  In  puerperal  mastitis  it  is 
generally  advisable  to  use  a  large  cup  which  will  include  the 
whole  breast,  and  many  of  these  cases  will  recover  under  this 
method  of  treatment  without  advancing  to  the  stage  of 
suppuration  ;  in  other  cases  where  a  definite  abscess  has 
formed,  especially  if  placed  superficially,  it  is  often  better 
to  apply  a  small  cup  to  the  involved  portion  of  the  breast. 
It  must  always  be  distinctly  understood  that  this  treatment 
by  passive  congestion  is  not  intended  to  replace  or  do  away 
with  the  general  principles  of  surgery,  or  that  by  its  use 
operative  measures  can  be  abandoned.     The  rule  of  surgery 
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still  holds  good ;  when  pus  is  present  it  must  be  evacuated 
at  the  earliest  moment.  But  with  its  help  a  smaller  incision 
may  be  used,  and  tedious  after-treatment  and  drainage  may 
be  greatly  reduced  or  done  away  with. 

This  method  of  treatment  of  abscesses  with  suction  is  by 
no  means  a  new  or  recent  invention,  as  Xicolaus  Florentinus 
speaks  of  treatment  of  buboes  in  the  following  terms : — 
"  Extractio  puris  cum  incisione  et  suctione — i.e.,  cum  ventosis 
et  cum  eis,  qui  trahunt  pus  post  sectionem  et  apertionem." 
Also,  in  some  regions  in  Southern  Russia  women  afflicted 
with  mastitis,  at  the  very  beginning  of  the  disease,  place 
over  the  glands  large  pots  in  which  some  kerosene  has  been 
ignited,  and  they  are  apparently  convinced  of  the  effective- 
ness of  these  large  cupping  appliances. 

Bier  himself  employed  cupping  glasses  and  suction 
apparatus  for  the  purpose  of  producing  hyperaemia  for  acute 
inflammation  many  years  ago  when  he  was  in  Kiel  and 
Greifswald,  but  only  for  the  treatment  of  furuncle.  His 
intention  was  not  only  to  produce  hyperaemia,  but  also  to 
suck  out  with  the  rarefied  air  the  pus  and  necrotic  shreds, 
and  in  this  he  succeeded,  Tilmann  specially,  at  his  instiga- 
tion, made  extensive  experiments  in  this  direction  at  the 
Greifswald  Polyclinic,  but  he  was  not  altogether  satisfied 
with  the  results.  He  found  the  appliances  too  painful  for 
the  patients,  and  the  hyperajmia  produced  altogether  too 
energetic,  and  herein  lies  the  cause  of  failure  of  these  early 
attempts.  Of  late,  however,  Klapp,  Bier's  chief  assistant 
at  Bonn,  has  resumed  the  treatment  in  the  Bonn  Polyclinic, 
and  has  extended  it  to  all  possible  forms  of  inflammation 
and  suppuration,  and  has  so  fully  developed  the  technique 
that  he  can  show  most  excellent  results. 

Time  to-night  does  not  permit  me  to  speak  further  of  the 
numerous  classes  of  cases  to  which  treatment  by  passive 
hjrpcraimia  is  applicable,   as  the  neck  bandage  for  various 
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affections  of  the  head,  otitis  media,  mastoiditis,  boils, 
carbuncles,  diffuse  acne,  &c.,  or  the  use  of  glasses  for  tuber- 
cular glands  both  before  and  after  softening  and  suppuration, 
or  the  treatment  of  empyema  by  suction  glasses,  from  which 
I  have  had  good  results.  The  various  pathological  conditions 
in  which  passive  hypereemia  is  being  used  are  continuously 
on  the  increase,  but  in  many  of  them  further  experience 
is  necessary  before  it  can  be  definitely  stated  how  much  is 
to  be  expected  from  this  method  of  treatment,  and  here  there 
is  a  large  field  open  to  anyone  who  is  sufficiently  interested 
in  this  method  to  undertake  investigations  on  his  own  account. 
But,  we  must  ask,  cannot  congestion  hj-peraemia  do  harm  ? 
especially  in  cases  of  acute  inflammation,  which  in  itself 
frequently  leads  to  grave  circulatory  disturbances.  Personally 
I  have  only  seen  harm  done  in  one  case,  where  a  cup  was 
put  over  a  large  carbuncle  on  the  top  of  an  infant's  head. 
After  the  first  day  the  application  of  the  cup  was  entrusted 
to  the  nurse,  and  on  seeing  the  case  a  few  days  afterwards  I 
found  that  an  area  of  skin  corresponding  to  the  size  of  the  cup 
used  was  gangrenous  ;  this  was  due  not  to  the  treatment 
itself  but  to  the  way  the  treatment  was  applied,  as  the  cup 
had  been  put  on  with  so  much  pressure  that  the  tissues  were 
compressed  between  the  rim  of  the  cup  and  the  skull.  In 
all  cases  where  the  glasses  are  placed  over  superficial  bones 
or  dense  firm  membranes  special  care  must  be  taken  to 
prevent  this  strangulation.  This  accident  occurred  during 
the  first  six  months  after  the  introduction  of  this  treatment 
into  the  Royal  City  of  Dublin  Hospital,  and  since  then  I 
have  seen  no  other  bad  result.  In  the  first  edition  of  his 
book,  Bier  says  : — "  I  am  convinced  that  the  greatest  mischief 
can  be  produced  with  the  remedy  in  progressed  cases  of 
phlegmon  of  the  soft  parts.  The  circulatory  disturbance 
in  such  cases  is  so  pronounced  that  gangrene  of  the  attacked 
parts  is  threatening,  and  in  these  cases  the  removal  of  the 
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congestion  is  indicated  and  not  an  increase  of  the  latter."' 
In  his  last  edition  he  says : — "  I  admit  that  there  is  such  a 
variety  of  inflammation,  but  it  is  extremely  rare,  and  it  is 
not  the  circulatory  disturbance,  but  the  producers  of  inflam- 
mation (essentially  bacterial  toxins),  which  kill  the  tissues. 
It  is  advisable,  especially  for  such  physicians  as  are  little 
experienced  in  the  method,  to  abstain  from  the  application 
of  congestion  hyperaemia  in  inflammation  with  considerable 
congestion.  At  any  rate,  in  such  inflammation,  whatever 
abscesses  may  be  present  should  be  thoroughly  incised. 
To  this,  however,  must  be  added  that,  in  all  cases  of  acute 
progressed  sujDpuration  which  I  have  treated  with  congestion 
hyperaemia,  I  have  not  seen  a  single  case  where  the  agent 
produced  real  or  lasting  hami,  and  but  one  in  which  it  was 
not  tolerated  on  the  extremities.  Correctly  applied  conges- 
tion hyperaemia  does  not  mean  distiu-bance,  but  improvement 
of  nutrition." 


Mr.  Lextaigne  said  he  hud  been  deterred  from  the  use  of  the 
method  by  the  unsatisfactory  results  got  in  the  hands  of  some 
surgeons,  but  Mr.  Stoney  had  helped  to  explain  some  of  those 
results.  He  had  recently  been  converted  to  its  use  for  boils,  but 
he  had  seen  a  great  number  of  cases  of  tubercular  disease  which 
had  deteriorated  by  the  treat.ment,  and  in  some  cases  he  could 
not  satisfy  himself  that  the  dissemination  of  the  tuberculosis 
had  not  been  in  some  way  due  to  it. 

Mr.  L.  G.  Gunn  said  he  had  tried  the  treatniout  in  cases  of 
gonorrhceal  knee  and  wrist  trouble,  but  found  it  impossible  to 
produce  any  degree  of  congestion  without  pain.  He  was  there- 
fore not  surprised  at  getting  no  good  results.  He  thought 
French  and  English  people,  and  more  particularly  Irish  people, 
probably  felt  pain  more  acutely  than  the  Germans,  which  might 
explain  the  differences  in  results. 

Mr.  W.  I.  DE  C.  Wheeler  confessed  the  same  experience  as 
Mr.  Gunn,  but  in  cases  such  as  gonorrhceal  rheumatism  he  did  find 
some  easing  of  pain,  and  apparently  some  improvement. 
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Dr.  Ella  Webb  enquired  as  to  the  effect  of  the  use  of  appliances 
advertised  for  putting  on  to  the  cervix  of  the  uterus,  and  those 
used  to  produce  a  passive  congestion  of  the  lungs. 

Mr.  Pearson  said  that  the  use  of  the  band  would  seem  to  lead 
naturally  to  the  increase  of  pain,  as  it  was  chiefly  a  matter  of 
tension,  but  the  suction  apparatus,  by  reducing  atmospheric 
pressure,  might  produce  an  initial  diminution  of  pain. 

Mr.  Stoney,  in  reply,  said  the  worst  results  had  been  got  by 
Bier  in  the  knee-joint,  for  some  reason  which  he  could  not  explain. 
He  did  not  suggest  the  treatment  in  any  case  where  better  results, 
or  quicker  equal  results,  could  be  obtained  by  operative  means. 
It  was  in  tubercular  cases  that  the  greatest  difficulty  was  found 
in  producing  the  correct  degree  of  hyperaemia.  He  had  no 
personal  experience  of  the  instruments  mentioned  by  Dr.  Webb. 
The  question  of  tension  was  difficult  to  deal  with.  It  was,  how- 
ever, easy  to  understand  that  pain,  which  was  partly  due  to 
irritation  of  the  nerve  terminals  by  toxins  produced  by  organisms, 
might  be  relieved  by  the  congestion  causing  a  flow  of  blood  and 
lymph  and  producing  a  dilution  of  the  toxins. 


POST-OPERATIVE  TETANUS. 

By  LEVESON  GOWER  GUNN,  M.D.,  F.R.C.S. ; 
Surgeon  to  the  Adelaide  Hospital. 

[Read  in  the  Section  of  Surgery,  May  7,  1909.] 

Since  I  began  work  at  the  Adelaide  Hospital  over    20,000 
patients  have  been  admitted  to  the  wards,  and  over  50,000 
accident  cases  have  been  attended  to  in  the  extern  depart- 
ment.    Amongst  this  large  number  only  three  patients  suffer- 
ing from  tetanus  have  been  treated.     In  some  of  the  other 
hospitals   traumatic   tetanus   is   more   frequently   seen,   but 
still   is   a   rare   disease    in   Dublin.     Post-operative    tetanus 
has  become  so  uncommon  during  the  past  two  decades  that,  to 
me,  as  to  most  other  surgeons,  it  had  ceased  to  be  regarded 
as  a  possible  complication  after  operation.     I  believed  that 
the  introduction  of  antiseptics  had  rendered  post-operative 
tetanus  impossible.     Last  summer  this  belief  was  shattered 
by  the  outbreak  of  tetanus  after  operation  in  a  private  hospital 
where  the  strictest    aseptic    methods  were    being   practised, 
and    during    a    period    when    uniform    asepsis    was    being 
obtained  in  the  surgical  cases.     I  here  wish  to  mention  my 
indebtedness  to  the  surgeons    whose  patients  were    infected 
for  allowing  me  to  bring  the  cases  collectively  before  you. 
None  of  the  cases  were  my  o^vn.     Three  of  the  patients  I 
saw,  one  I  did  not.     I  assisted  at  and  took  the  keenest  interest 
in  all  the  investigations  connected  with  this  outbreak.     A 
few  words  first  on  the  bacteriology  of  tetanus. 

The  bacillus  was  found  first  by  Nicolaier  in  the  year  1884. 
It  was  not  until  1889  that  Kitasato  obtained,  after  many 
diflficulties,    a  pure   culture   of  the   organism.     Dr.   Bullock 
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believes  that  almost  all  the  pure  cultures  of  the  bacillus  in 
existence  to-day  are  the  direct  descendants  of  Kitasato's 
original  culture.  Whether  this  view  is  correct  or  not  it 
evidently  is  a  matter  of  extreme  difficulty  to  separate  the 
tetanus  bacillus  from  other  organisms  with  which  it  is  so 
often  mixed. 

Tetanus  is  commonly  found  in  the  superficial  layers  of 
the  soil,  especially  common  in  garden  soil.  Out  of  fifty 
samples  of  soil  taken  at  haphazard  from  various  parts  of 
England,  tetanus  was  found  in  twenty-seven.  It  can  live 
and  thrive  in  the  intestine  of  the  horse,  is  commonly  found 
in  horse  manure,  much  less  frequently  in  cow's,  and  rarely  in 
sheep.  Tetanus  readily  infects  the  horse,  the  rabbit,  the 
guinea  pig,  and  the  white  mouse  ;  fortunately  it  seems  to 
have  very  feeble  powers  of  infecting  man,  nor  does  it  easily 
grow  in  the  tissues  of  either  the  cow  or  the  sheep.  Tetanus 
is  an  anaerobe,  but  not  strictly  so  ;  it  has  been  found  growing 
in  the  lungs,  where  it  must  have  been  exposed  to  the  air ; 
it  can  grow  in  water ;  exposure  to  the  sun's  rays  retards, 
if  it  does  not  actually  stop,  the  growth  of  this  organism. 

Like  many  other  forms  of  vegetable  life,  tetanus  only  forms 
spores  when  growing  under  unfavourable  conditions — that 
is,  such  conditions  as  are  likely  to  end  in  the  death  of  the 
bacillus.  Under  these  circumstances  the  spore,  with  its 
greater  resisting  powers,  is  formed.  The  spores  are  not 
affected  by  a  temperature  of  80°  C,  but  are  said  to  die  after 
five  minutes  exposure  to  steam  at  100°  C.  Their  resistance 
to  antiseptics  is  marked — 1-20  carbolic  acid  takes  15  hours 
to  destroy  them,  1-1,000  corrosive  sublimate  requires 
8  hours.  In  the  dry  state,  especially  in  the  dark,  even  if 
exposed  to  the  air,  the  spores  can  live  for  many  months. 

The  tetanus  bacillus  forms  an  intensely  poisonous  albumin  ; 
the  injection  of  -000,005  of  a  gram  is  fatal  to  a  mouse. 
The  toxalbuniin  is  destroyed  by  a  temperature  of    55°  C, 
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or  by  exposure  to  the  sun's  rays  for  from  eight  to  twelve 
hours.  Water  has  no  efiect  on  it.  If  these  toxins  are  removed 
bv  thorough  washing,  an  active  emulsion  of  tetanus  may  be 
inject€d  into  a  susceptible  animal,  and  no  harm  either 
immediate  or  late  will  foUow.  If,  however,  lactic  acid  be 
previously  injected,  causing  local  necrosis,  then  acute  tetanus 
will  follow  the  injection  of  the  emulsion.  This  is  a  point 
of  great  importance,  proving,  as  it  does,  that  tetanus  cannot 
grow  in  the  uninjured  tissues  of  a  susceptible  animal,  and 
while  we  have  no  proof  that  this  applies  to  man,  the  frequency 
with  which  tetanus  is  associated  with  a  sloughing  wound 
makes  it  probable  that  tetanus  cannot  grow  in  uninjured 
human  tissues  either. 

Tetanus  that  has  been  inoculated  in  man  or  animal 
remains  very  local.  In  one  or  two  cases  it  has  been  found 
in  neighbourmg  lymphatic  glands  ;  it  has  also  been  found 
in  the  blood,  but  never,  I  think,  in  any  other  parts  of  the 
body. 

The  tetanus  toxins  spread  along  the  nerve  trunks  ;  the 
antitoxins,  on  the  other  hand,  are  absorbed  by  the  blood- 
vessels. This  has  been  proved  in  the  following  way : — A 
solution  of  toxin  is  mixed  with  antitoxin  until  the  solution 
becomes  neutral — that  is,  it  produces  no  effect  on  the  animal 
inoculated.  If,  now,  an  injection  of  adrenalin  is  made 
into  the  animals  limb,  constricting  for  a  time  the  blood- 
vessels, and  the  mixture  again  injected,  the  antitoxins  fail 
to  be  absorbed  by  the  blood-vessels,  but  the  toxins  are,  and 
the  animal  falls  into  tetany. 

The  most  careful  fost-mortcm  examinations  in  cases  dying 
from  tetanus  have  revealed  little  that  is  pathological,  the 
only  marked  change  being  a  general  shrinking  of  the 
processes  of  the  nerve  cells.  This  has  been  found  fairly 
constantly  in  such  cases.  Sunilar  changes  have  been  found 
after  severe  diphtheria  infection. 
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The  toxalbumin  of  tetanus  is  eliminated  mainly  by  the 
urine.  This  fact  is  said  to  be  of  assistance  in  making  an 
early  diagnosis  in  a  doubtful  case,  a  small  quantity  of  such 
urine  producing  tetany  if  injected  into  a  white  mouse.  My 
ovm  attempts  to  prove  this  have,  however,  failed  to  do  so. 

It  is  important  that  you  should  bear  these  facts  about  the 
tetanus  bacillus  in  your  minds  as  we  go  on  to  consider  the 
outbreak  of  tetanus  and  the  steps  taken  to  check  it. 

The  actual  outbreak  consisted  of  two  certain  cases,  one 
almost  certain  case  and  one  very  doubtful  case.    This  last 
was  the  first  to  occur.     In  October,  1907,  a  lady  was  admitted 
suffering  from  a  bad  carcinoma  of  the  rectum ;    she  was  a 
neurotic  woman,   and  at  the  time   in  a  very  poor  state  of 
health.     The   day  before   operation  the   patient   was   being 
prepared  in  the  usual  way,  when  suddenly  she  got  a  con- 
vulsive attack,  and  became  unconscious  for  a  few  minutes. 
On  her  recovery,  as  she  seemed  very  weak,  the  operation 
was  postponed  for  twenty-four  hours.    This  attack  was  looked 
upon  as  possibly  hysterical.     A  trans-sacral  excision  of  the 
rectum  was  done  in  the  usual  way,  the  patient  taking  her 
anaesthetic    and    bearing    the    operation    well.     Apart    from 
her  feeble  condition,   which  gave  reason  for  some  anxiety, 
her  case  presented  no  special  features  of  interest  until  eight 
days  had  elapsed.     On  the  morning  of  the  eighth  day  she 
complained  that  she  was  unable  to  open  her  mouth,   and, 
at  the   same   time,   she  had  some  difficulty  in  swallowing. 
She  had  no  retraction  of  the  head  or  even  stiffness  of  the  neck. 
By  the  evening  she  was  worse.     The  teeth  could  now  only 
separate  about  half  an  inch.     At  times  the  spasm  relaxed, 
and  she  could  then  open  her  mouth  almost  to  its  full  extent. 
The  following  day  the  trismus  remained  the  same,  but  she 
was  evidently  much  weaker.     Towards  evening  a  convulsive 
attack    occurred,    described  by  her  nurse  as   simila  to  the 
attack  the  day  before  the  operation.     In  this  convulsion  she 
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died.  The  trismus  in  this  case  had  at  once  aroused  the 
suspicion  that  tetanus  had  occurred  as  a  complication.  The 
discharge  from  the  wound  was  carefully  examined,  but  failed 
to  show  anything  resembling  tetanus.  The  remains  of  the 
catgut  used  on  the  case  was  tested,  but  found  sterile.  As 
it  was  most  important  to  settle  the  diagnosis,  a  complete 
fost-mortem  was  made  by  Prof.  Scott,  who  found  several 
small  but  definite  haemorrhages  in  the  pons  ;  smears  fi'om 
the  wound  showed  no  appearance  of  tetanus  ;  attempts 
at  cultivation  were  also  negative.  "While  this  investigation 
was  being  carried  out  the  room  was  disinfected.  The  nurses 
who  had  come  in  contact  with  the  case  were  not  allowed 
to  attend  other  patients,  and  all  that  remained  of  the  stock 
of  catgut  ligatures  was  destroyed.  Prof.  Scott's  report  of 
the  pontine  haemorrhages,  combined  with  the  failure  to  find 
the  tetanus  bacillus,  relieved  our  minds.  From  knowledge 
since  gained  I  look  on  the  failure  to  find  the  bacillus  of  almost 
no  importance,  still  I  very  much  doubt  if  this  was  a  case 
«of  tetanus  at  all. 

For  nine  months  work  went  on  without  any  hitch  ;  then, 
at  the  end  of  July,  a  patient  was  operated  on  for  double 
pyosalpinx.  The  removal  was  difficult,  as  both  tubes  were 
septic.  Six  days  after  operation  slight  trismus  occurred. 
There  was  no  difficulty  in  swallowing.  By  evening  the  neck 
muscles  were  involved,  and  the  head  was  held  stiffly,  though 
not  retracted.  No  general  spasms  occurred,  but  the  lady 
became  much  weaker,  fever  increased,  and  on  the  following 
day,  the  eighth  after  operation,  she  died  rather  suddenly 
This  case,  I  have  no  doubt,  was  one  of  true  tetanus,  killing 
the  patient  before  the  general  spasms  had  time  to  develop. 
There  was  here  no  hysterical  element,  and  though  the  case  was 
all  along  septic,  yet  seemed  to  be  going  on  favourably  until 
the  onset  of  the  trismus.  After  this  occurred  she  became 
rapidly  worse.     The  trismus  was  more  marked,  and  unlike 
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Case  I,   once  the  jaw  became  stifE    it  remained    so  ;    the 
rigidity  of  the  neck  muscles  was  also  typical. 

Suspicion  was  at  once  aroused  that  this  was  a  case  of 
tetanus,  and  all  who  had  cases  in  the  house  waiting  for 
operation  were  informed  of  our  suspicions,  and  the  operations 
postponed.  Prof.  Scott's  assistance  was  again  obtained, 
and  a  full  fost-mortem  examination  was  made.  Streptococci 
were  found  in  the  wound  and  in  the  pelvis.  At  my  suggestion 
a  sterilised  hypodermic  syringe  was  passed  into  each  parotid 
gland,  and  a  drop  or  two  of  fluid  withdrawn  for  examination. 
From  the  right  parotid  a  free  gro\vth  of  streptococci  occurred. 

The  most  careful  examination  for  tetanus  failed  to  reveal 
any  sign  of  the  bacillus  either  in  the  patient  or  in  the  catgut. 
We  were  thus  left  in  this  uncertain  position — no  positive 
evidence  of  tetanus,  but  definite  evidence  of  general 
septicsemia,  with  local  infection  in  a  region  that  might  cause 
trismus. 

Just  one  month  later  our  doubts  were  finally  settled  by 
the  occurrence  of  tetanus  after  an  operation  in  such  a  t}^ical 
way  that  no  skill  was  required  to  make  the  diagnosis  nor 
sentiment  to  reahse  the  tragic  element  in  the  case. 

A  lady  had  a  malignant  ovarian  tumour  removed.  The 
case  was  aseptic — out  of  bed  on  the  eleventh  day,  sitting 
at  her  window  on  the  thirteenth,  planmng  to  go  home  the 
following  day.  After  a  good  night  she  awoke  complaining 
that  her  neck  was  stifE,  and  suspected  that  she  had  got  a 
chill  at  the  window  the  previous  day.  By  mid-day  definite 
trismus  had  developed  ;  by  evening  [marked  opisthotonos 
and  general  convulsive  seizures,  death  taking  place  just 
forty-eight  hours  after  the  onset  of  the  disease. 

All  operation  work  was  at  once  stopped,  and  the  theatre 
closed.  Prophylactic  doses  of  antitoxm  were  given  to  most 
of  the  patients  in  the  house  who  had  been  operated  on  during 
the  previous  two  weeks.     The  theatre  and  preparation  room 
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were  thoroughly  disuifected  and  re-enamelled.  Most  of  the 
enamelled  articles  used  in  connection  with  the  theatre  were 
put  away  and  new  dishes,  &c.,  got  in  their  place. 

Complete  investigations  were  then  set  on  foot.  In  particular 
our  attention  was  directed  to  the  catgut,  the  general  impres- 
sion being  that  this  was  by  far  the  most  hkely  cause  of 
infection.  The  acuteness  of  the  disease,  after  an  incubation 
period  of  fourteen  days,  suggested  that  the  infection  had 
come  from  the  catgut  as  it  dissolved  in  the  peritoneal  cavity. 
When  everything  used  in  the  theatre  had  been  pronounced 
bacteria  free,  and  the  repaint mg  of  the  rooms  finished,  work 
began  again,  when  in  the  beginnmg  of  October,  1908,  just 
five  weeks  after  Case  III.,  the  fourth  and  last  case  occurred. 
As  it  was  very  similar  to  Case  III.,  I  mention  only  that  the 
operation  was  an  ovariotomy.  The  case  was  aseptic  ;  the 
onset  of  tetanus  was  on  the  tenth  day,  and  death  took  place 
within  three  days. 

The  theatre  was  again  closed.  All  the  patients  in  for 
operation  were  sent  out  to  other  private  hospitals,  and  we 
decided  to  allow  no  further  operations  until  something 
definite  had  been  found  and  corrected. 

You  \\\\\  remember  that  it  was  not  until  the  third  case 
had  occurred  that  we  were  certain  that  we  were  face  to  face 
with  a  serious  outbreak  of  tetanus.  I  then  went  over  to 
London  to  try  and  find  out  the  views  held  there  on  the  pro- 
bable sources  of  post- operative  tetanus  infection,  as  I  knew 
no  one  in  Dublin  with  any  experience  of  such  an  outbreak. 
^V^lile  I  did  not  succeed  in  getting  exactly  the  inforniation 
I  wanted,  I  yet  learned  several  important  facts  about  tetanus. 
The  chief  of  these  was  the  great  difficulty  experienced  in  find- 
ing tetanus  even  in  typical  traumatic  cases.  From  a  number 
of  such  cases  seen  yearly  the  bacillus  had  hardly  ever  been 
found.     Inoculation  experiments,  as   a   nile,  were    negative. 

At    the    London    hospital    specimens    of    the    catgut    are 
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examined  frequently,  [n  every  case  in  which  sujjpuration 
occurs  the  ligatures  are  examined.  In  this  way  many 
thousands  of  pieces  of  catgut  have  been  examined,  and  tetanus 
had  never  been  found.  For  many  years  they  had  used  the 
method  we  were  using  (Fowler's) — that  is,  washing  the  catgut 
in  ether,  soaking  for  some  days  in  alcohol,  and  boiling  in 
alcohol  in  a  Jellett's  steriliser  for  twenty  minutes.  They 
have  now  adopted  the  kumol  method,  not  because  they 
had  any  fault  to  find  with  the  asepsis  of  the  gut  prepared 
by  Fowler's  method,  but  because  the  kumol  gives  a  stronger 
heavy  gut  than  the  other  method. 

I  also  interviewed  the  London  representative  of  an  American 
firm  who  supply  sterilised  catgut,  and  who  rely  on  a  com- 
bination of  dry  heat  and  the  kumol  method  for  rendering 
it  aseptic.  After  the  perusal  of  a  good  deal  of  literature 
on  catgut  sterilisation,  which  he  kindly  lent  me,  I  felt  bomid 
to  form  the  opinion  that  our  present  method  of  sterilisation 
was  not  sufficient. 

I  was  also  informed  that  some  cases  of  post-operative 
tetanus  in  America  had  been  traced  to  enamelled  tinware.  This 
had  been  packed  in  straw,  and  in  cracks  in  the  enamel  tetanus 
bacilli  had  lodged,  and  were  cultivated  from  the  dishes. 

Enquiries  made  for  me  by  Mr.  Fannin,  from  the  catgut 
manufacturers,  elicited  the  following  facts : — The  Saxony 
factories  seem  to  have  almost  a  monoply  in  supplymg  Great 
Britain  with  catgut.  The  sheep's  intestines  are  bought  in 
the  open  market.  No  precautions  are  taken  to  find  out 
whether  the  sheep  were  healthy  or  not.  The  intestines 
are  opened,  washed,  and  put  into  brine.  After  a  time  they  are 
removed  from  this  solution,  and  the  mucous  membrane 
is  scraped  oft".  The  muscular  and  serous  coats  are  then 
put  into  fresh  brine.  Later  they  are  cut  into  strips  of  varying 
width,  twisted,  and  dried,  the  manufacturer,  of  course,  giving 
no  guarantee  that  the  catgut  is  sterile.     Mr.   Fannin  gave 
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me  small  pieces  from  all  the  catgut  he  had  in  stock,  and  from 
these,  without  any  sterilisation,  attempts  were  made  to  grow 
tetanus,  but  without  any  success.  Some  of  the  gut  was 
partially  digested  first,  but  this  also  failed  to  produce  tetanus. 
The  source  and  methods  of  manufacture  of  the  catgut  had 
remained  the  same  for  many  years.  There  seemed  no  special 
reason  to  blame  the  catgut  for  this  sudden  appearance  of 
tetanus. 

In  the    two  t}-pical  cases  there  had  been    no    drainage  ; 
the  wounds  had  been  closed  at  once.     The  infection  must 
have    taken    place    during  the   operation.     As    these     two 
cases  had  the  longest  incubation  periods  it  was   reasonable 
to  suppose  that   infection  had  in  all  the  cases  taken  place 
in   the    operating    theatre.     The    four    cases    had  occupied 
different  rooms  on  different  floors.     As  it  was  of  importance 
to    know    what    tlungs  were    common   to    all  the   cases    I 
systematically  ^\Tote  down  the   name  of  every  person  and 
article  that   had  come    in  contact  with  each    of    the   four 
cases  during  the  preparation  in  the  theatre  and  immediately 
after  the  operation.     I  will  not  trouble  you  with  this  list, 
which  proved  a  very  long  one.     The  only  things  in  common 
to   all  the  cases   were — the   theatre  sister,   the   theatie,   air 
from  the  same  source,  water  from  the  same  source,  catgut 
from  the   same  source,   and,    lastly,   sponges  and  dressings 
from  the   same  source.     I  had  by  this    time   realised    the 
enormous  difficulty  there  was  in  demonstrating  the  presence 
of  tetanus  bacilU  in  wounds  that  we  knew  must  be  infected, 
and  in  which  the  organism  must  be  present  in  both  an  active 
state  and  in  considerable  numbers.     Since  this  was  so  ths 
chances  of  finding  tetanus  was  extremely  slight  in  any  of 
these  possible  sources  of  infection,  where  the  bacillus  could 
only  exist  in  very  small  numbers,  and  probably  not  in  at  all 
an  active  state.     Other  means  than  bacteriology  had  to  be 
used  to  trace  this  infection  to  its  source. 
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Several  of  these  possible  sources  of  infection  were  easily 
excluded.  All  those  who  knew  the  care  with  which  the 
theatre  sister  carried  out  the  sterilisation  work  in  connection 
with  the  theatre  felt  certain  that  the  tetanus  had  occurred 
through  no  fault  on  her  part.  Indeed,  the  uniform  aseptic 
results  obtained  in  the  theatre  gave  further  proof  that  this 
view  was  correct. 

The  Theatre. — All  the  cases  had  been  operated  on  in  the 
main  theatre  ;  scrapings  were  taken  from  the  walls,  roof, 
floor,  and  windows  by  Dr.  Rowlette  and  examined  for 
tetanus,  but  without  result.  The  theatre  had  been  throughout 
clean  and  fresh,  as  it  had  been  twice  painted  during  the  year. 
Over  2,600  operations  had  been  done  in  it  since  the  home 
opened  without  any  trouble  following.  It  seemed  reasonable, 
under  these  circumstances,  to  also  exclude  the  theatre. 

The  Air. — Air  came  into  the  theatre  in  two  ways — from 
the  corridor,  inside  air,  and  outside  air  through  ventilators. 
Three  months  before  the  first  case  happened  a  new  door 
had  been  made  in  the  corridor  the  theatre  opens  of?.  This 
entailed  cutting  through  an  old  wall.  It  was  suggested  that 
the  dust  from  this  might  be  contaminated.  Two  facts  were 
against  this — the  corridor  and  theatre  had  been  cleaned 
and  repainted  after  this  work  was  completed,  and  it  seemed 
impossible  that  dust  infection  would  lie  for  a  year  dormant, 
and  then  make  itself  felt  with  increasing  violence. 

Outside  the  hospital  nothing  had  been  done  in  the 
neighbourhood  that  offered  any  possible  explanation  of  air 
contamination  there.  In  order  to  be  on  the  safe  side,  the 
old  ventilators  were  removed  after  Case  III.  and  efficient 
air  filters  substituted.  In  spite  of  this  change  the  foiu:th 
case  occurred.  Cultures  from  plates  exposed  to  the  theatre 
air  were  negatived  to  tetanus,  or,  indeed,  any  pathogenic 
organisms. 

The  Dressings  and  Sponges. — The  latter  only  came  in  contact 
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with  the  deeper  parts  of  the  wounds.  No  change  had  been 
made  in  the  source  these  were  supplied  from,  but  for  some 
time  previous  to  the  outbreak  the  sponges  had  been  stitched 
by  a  sewing  maid  in  a  small  room  ofi  the  entrance  hall.  It 
was  felt  that  dust  from  the  road  might  easily  blow  into  this 
room,  and  after  Case  III.  the  sponges  were  made  in  a  room 
upstairs  near  the  theatre,  but  this  change  failed  to  prevent 
<^ase  lY.  from  occurring. 

Dr.  Harvey  several  times  tested  the  dressings  and  sponges 
by  putting  tubes  containing  sporing  anthrax  in  among  them — 
the  ordinary  process  of  sterilisation  to  which  they  were 
subjected  in  ever}'  case  completely  destroying  the  anthrax. 

There  remained  then  only  the  water  and  the  catgut.  The 
general  consensus  of  opinion  fixed  the  blame  on  the  latter. 
Catgut,  no  doubt,  has  been  the  cause  of  tetanus  in  some 
■cases.  I  was,  however,  inclined  to  suspect  the  water.  My 
reasons  were  these. — The  catgut  was  in  no  way  peculiar  to 
this  private  hospital ;  nearly  every  hospital  in  Dublin  was 
supplied  with  catgut  by  Mr.  Fannin,  and  many  used  the 
same  method  of  sterilisation.  The  London  hospitals  were 
supplied  from  the  same  catgut  factories,  and  out  of  an 
enormous  number  of  operation  cases  done  in  them  no  tetanus 
had  followed.  In  Dublin,  I  believe,  in  another  hospital, 
one  or  two  cases  of  tetanus  had  occurred  after  operation 
during  1907  ;  but  even  allowing  for  this,  the  fact  that  three 
cases  in  four  months'  time  developed  tetanus,  out  of  sixty-nine 
cases  operated  on,  made  it  certain  that  some  local  condition 
must  be  at  fault.  Remember,  too,  that  in  each  of  the  three 
cases  the  catgut  came  from  different  stock  supplied  by  Mr. 
Fannin.  P'rom  his  books  it  appeared  that  all  were  from 
different  consignments  of  catgut  sent  to  him  from  Saxony. 
It  was  inconceivable  that  out  of  all  this  varied  stock  our 
hospital  alone  should  receive  infected  catgut. 

Th'.  Water, — Our   supply   is   from   the   \'artry.     W'iicn  one 
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thinks  of  the  frequency  with  which  tetanus  is  found  in  surface 
soil,  it  is  obvious  that  the  Vartry  must  be  exposed  to  infection. 
Yet  it  is  curious  that  rej^eated  examinations  of  the  Vartry 
and  other  similar  water  supplies  have  failed  to  show  any 
sign  of  tetanus.  This  freedom  is  usually  assigned  to  the 
exposure  to  sunlight.  The  difficulty  in  cultivating  tetanus 
may  also  be  a  possible  cause  of  failure.  The  Vartry  water 
cannot  be  blamed  for  this  outbreak,  for  it,  too,  is  common 
to  many  of  the  Dublin  hospitals.  I  have  already  pointed 
out  that  a  large  number  of  cuts,  &c.,  are  treated  year  by 
year  with  unsterilised  Vartry  water,  into  which  an  antiseptic 
not  capable  of  destroymg  tetanus  spores  has  been  poured, 
yet  tetanus  never  follows  such  treatment.  While  the  Vartry 
direct  is  common  to  all,  the  cisterns  in  each  house  provide 
a  possible  source  of  infecting  the  water  supply.  Our  cold 
water  supply  was  Vartry  direct ;  the  hot  water  supply  was 
found  to  be  insufficient  for  the  needs  of  the  hospital,  and  a 
new  hot  water  system  was  installed  in  the  summer  of  1907, 
or  two  months  previous  to  the  first  possible  case  of  tetanus. 
The  original  cistern  had  been  on  the  roof,  the  new  and  larger 
cistern  was  placed  under  the  roof.  After  Case  III.  I  had 
this  cistern  examined.  It  was  reported  as  perfectly  clean. 
After  Case  IV.  I  examined  this  cistern  myself.  It  was  in 
complete  darkness  under  the  roof.  With  the  aid  of  a  strong 
electric  light  I  made  out  that  it  was  covered  with  grooved 
and  tongued  boards,  fitting  one  into  another,  and  lightly 
nailed  down.  At  one  end  a  board  was  loose,  whore  it  had 
evidently  been  removed  by  the  plumber.  Lifting  this,  the 
end  of  the  cistern  exposed  appeared  to  be  quite  clean.  I 
suspected  that  the  plumber  had  argued  from  the  particular 
to  the  universal,  as  none  of  the  other  boards  showed  any 
signs  of  having  been  recently  moved,  and  this  proved  correct, 
for  on  removing  all  the  boards  I  fomid  growing  at  the  far 
end   of  the   cistern   several   masses   of   red   fmigoid-looking 
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material,  each  about  the  size  of  my  fist.  Here  was  something 
obviously  abnormal,  A  new  cistern  and  piping  were  ^  put 
into  a  well-lighted  and  ventilated  room  made  for  this  purpose 
beneath  the  roof,  and  with  this  change  the  tetanus  outbreak 
ceased,  and  smce  then  some  130  cases  have  been  operated 
on,  includmg  over  thirty  laparotomies,  without  any  mishap. 

Both  Drs.  Harvey  and  Rowlette  examined  this  fungus 
for  tetanus,  but  without  success.  The  fungus  itself  was  a 
putrefactive  one,  givmg  off  an  unpleasant  odour  when  grown. 
In  a  couple  of  stained  smears  of  this  fungus  single  bacilli 
were  seen,  but  no  definite  conclusion  could  be  draA\ni  from 
these. 

The  fmigoid  masses  were  growing  in  a  straight  line  across 
the  cistern.  Implantation  had  evidently  taken  place  by 
something  falling  down  between  the  boards  covering  the 
cistern.  Along  this  line,  lying  on  these  boards,  was  a  con- 
siderable sprinkling  of  mortar,  Avhich  had  fallen  from  the 
roof.  It  is  interestmg  to  note,  as  Dr.  Harvey  pointed  out, 
that  mortar  used  in  between  slates  is  often  mixed  with 
cow  or  horse  hair  to  make  it  more  binding.  It  seems  more 
probable  that  some  tetanus  spores  may  have  been  carried 
in  the  water,  and  found  in  these  fimgoid  masses  a  suitable 
place  to  live  in.  As  long  as  the  bacilli  could  grow  under 
comparatively  favourable  circumstances — that  is,  not  exposed 
to  air,  and  in  the  dark — no  spores  formed,  and  the  bacilli 
themselves  were  readily  destroyed  by  ordinary  sterilisation. 
Twice  at  the  begmnmg  of  June  this  cistern  had  run  di}-, 
through  the  water  being  turned  off  in  the  street  outside.  The 
drying  of  the  cistern,  which  must  have  been  harmful  to  the 
growth  of  the  bacilli,  would  be  followed  by  spore  production. 
Some  of  these  spores  must  have  escaped  destruction,  in 
spite  of  the  methods  of  sterilisation  used,  and  tetanus  had 
resulted. 

I  come  now  to  the  point  of  the  greatest  importance.     Dr. 
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Harvey,  in  testing  the  catgut,  also  carried  out  a  number 
of  experiments  with  gut  inoculated  with  tetanus,  or  with 
sporing  anthrax,  as  the  latter  has  about  the  same  resisting 
power  and  is  easier  to  obtain  in  a  sporing  state.  The  infected 
gut  was  placed  in  a  Jellett's  steriliser  and  boiled  for  intervals 
varying  from  ten  to  thirty  minutes.  Such  catgut,  prepared 
by  Fowler's  method  and  boiled  for  over  twenty-three  minutes 
in  the  steriliser,  gave  a  free  growth  of  anthrax  when  it  was 
planted  out.  It  requires,  in  fact,  full  thirty  minutes'  boiling  to 
destroy  such  sporing  organisms. 

Dr.  Jellett  has  since  shown  me  that  in  the  original  article 
in  which  he  described  his  steriliser  this  was  pointed  out. 
At  the  present  time  I  think  the  impression  very  generally 
prevails  that  twenty  minutes  boiling  will  sterilise  anything 
in  the  nature  of  pathogenic  organisms. 

All  the  water  used  in  the  theatre  was,  of  course,  sterilised, 
both  hot  and  cold  being  boiled  for  about  two  hours,  never 
less  than  an  hour  and  a  half — this  must  have  killed  all  the 
spores.  The  saline  solution  was  made  from  a  concentrated 
saline  solution,  made  up  twenty  times  too  strong,  sterilised 
by  boiling  for  twenty  minutes,  and  then  filtered  into 
sterilised  bottles,  sufficient  being  made  to  last  for  about  a 
fortnight  at  a  time,  and  this,  I  believe,  was  the  means  by 
which  infection  reached  the  patient.  The  catgut  also,  pre- 
pared as  it  was  by  twenty  minutes'  boiling,  was  a  possible 
source  of  infection,  but,  as  I  have  already  pointed  out  from 
the  nature  of  the  outbreak,  a  most  improbable  infecting 
agent. 

For  some  time  past  1  have  been  in  correspondence  with 
Drs.  Drummond  and  Richardson,  of  the  Newcastle-on-Tyne 
Infirmary.  The  latter  has  just  published  a  most  interesting 
account  of  post-operative  tetanus  cases  collected  by  him, 
including  the  cases  I  have  brought  before  you'  to-night. 
These  amount  to  twenty-one.     In  all  catgut  was  used.     In 
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nearly  all  the  catgut  was  blamed  for    the    infection,   and 
examined.     In  none  was  tetanus  definitely  fomid. 
The  conclusions  I  have  formed  are   as  follow : — 

1.  That  with  the  bacteriological  methods  we  at  present 
possess  failure  to  demonstrate  the  presence  of  tetanus  is  of 
little  or  no  importance. 

2.  That  infection  of  the  human  tissues  with  tetanus  is 
difficult ;  at  least  three  conditions  must  be  present  before 
this  can  occur. 

3.  These  conditions  are — the  presence  of  the  bacillus  or 
spore  of  tetanus,  the  presence  of  a  putrefactive  organism, 
and  the  presence  of  dead  animal  tissue. 

4.  The  first  and,  I  believe,  the  second  of  these  were 
supplied  by  the  contaminated  water  ;  the  dead  animal  tissue 
was  probably  supplied  by  the  catgut.  This  may  also  have 
supplied  the  necessary  tetanus  spores. 

5.  That  fully  thirty  minutes'  boiling  is  required  for  thorough 
sterilisation.  There  is  some  doubt  if  any  method  at  present 
in  use  can  insure  complete  sterilisation  of  catgut  without 
diminishing  to  a  considerable  degree  its  strength. 


Mr,  Lentaignb  said  the  paper  was  cue  of  the  most  valuable 
which  had  been  read  before  the  Academy.  He  could  imagine  no 
more  appalling  catastrophe  to  happen  a  surgeon  than  to  have  a 
case,  or  series  of  cases,  of  post-operative  tetanus.  He  could  not 
help  keeping  to  the  belief  that  the  catgut  must  have  been  respon- 
sible. It  was  curious  that  in  every  case  in  which  the  catastrophe 
had  occurred  catgut  had  been  used.  It  would  be  important  to 
know  what  methods  of  sterilisation  had  been  employed.  He  had 
himself  been  using  the  iodine  catgut  for  some  time,  but  if  he  was 
threatened  by  the  terrible  ])hantom  of  possible  tetanus  he  would 
be  inclined  to  give  up  catgut  altogether. 

Dr.  Katherine  Maguire  said  she  had  been  in  attendance  on 
one  of  the  cases  mentioned  by  Mr,  Gunn.  It  was  not  a  rase  of 
hysterectomy  alone,  but  was  combined  with  ovarian  tumour,  and 
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([uantitics  of  thick  catgut  liad  been  used.  She  thought  the  case 
was  probahly  hopeless  from  the  first.  She  knew  that  the  patieut 
could  not  have  contracted  the  sheep  disease  mentioned  by  Dr. 
Richardson  in  his  paper,  as  the  patient  had  come  from  a  part  of 
England  in  which  it  was  absolutely  unknown.  The  time  of  the 
dissolving  of  the  catgut  was  the  time  of  being  infected,  and  that 
had  made  it  impossible  for  her  to  exonerate  the  catgut. 

Mr.  Pearson  recounted  the  clinical  history  of  one  of  the  cases 
alluded  to  by  Mr.  Gunn,  in  which  the  patient  died  about  twenty- 
right  or  thirty  hours  after  the  onset. 

Mr.  Blayney  said  it  seemed  difficult  to  get  over  the  fact  that 
in  every  single  case  catgut  had  been  used.  They  knew  the  source 
of  the  catgut  and  the  probability  of  its  being  infected,  which  made 
the  conclusion  of  its  responsibility  all  the  more  probable.  The 
extreme  virulence  of  the  cases  seemed  to  be  at  variance  with  the 
results  of  the  bacteriological  examination.  The  conditions  inside 
the  body  were  not  such  as  would  be  expected  to  favour  the  growth 
of  the  bacillus  ;  in  two  of  the  cases  there  was  no  suppuration,  and 
therefore  no  septic  organism  to  prepare  the  way  for  the  bacillus, 
and  the  tissues  were  well  supplied  with  oxygen,  which  was  also 
unfavourable  to  the  bacillus. 

Mr.  Gunn,  in  reply,  said  Dr.  Richardson  had  made  extensive 
enquiries  as  to  the  methods  of  sterilisation  employed,  and  had 
then  come  to  the  conclusion  that  there  was  no  absolutely  perfect 
method. 
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Friday,  October  30,  1908. 

The  President,  Mr.  J.  Lextaigne,  in  the  Chair. 

Presidential  Address. 

The  President  said  that, in  opening  this  the  twenty-sixth  session  of 
the  Surgical  Section  of  the  Royal  Academy  of  Medicine  in  Ireland, 
he  had  come  to  the  conclusion  that  the  most  appropriate  subject 
with  which  he  could  deal  was  the  present  condition  and  future 
prospects  of  the  Academy.  He  could  remember  the  wave  of 
enthusiasm  that  spread  over  the  profession  twenty-five  years  ago, 
when  the  Academy  was  founded  by  the  amalgamation  of  the 
existing  medical,  surgical  and  pathological  societies.  The  zeal 
and  enthusiasm  that  wore  excited  produced  rapid  and  remarkable 
effects  in  crowded  meetings,  and  papers  so  numerous  that  many 
could  not  be  read.  He  could  remember  also  how  the  wave  of 
enthusiasm  abated,  and  how  apathy  and  loss  of  interest  grew 
until  now  the  Society  had,  in  his  opinion,  reached  the  lowest 
possible  ebb,  and  the  prospects  of  the  future  were  of  the  very 
worst.  Unless  a  very  great  change  took  place,  decay  and  dissolu- 
tion were  inevitable.  He  had  no  desire  to  bolster  up  an  effete 
or  useless  institution,  and  if  the  Academy  was  of  no  value  to 
science  in  Dublin,  then  the  sooner  it  was  decently  buried 
the  better.  He,  however,  asserted  most  emphatically  that  the 
Royal  Academy  of  Medicine  was  a  necessary  and  valuable 
asset  to  the  scientific  life  of  Dublin,  and  it  would  be  their 
own  fault  if  they  allowed  it  to  dwindle  into  worthlessness 
as  compared  with  similar  institutions  in  London,  Paris, 
and  Vienna,  or  even  in  th*;  smaller  Continental  cities,  such 
as  Lyons,  where  Societies  like  thfirs  were  doing  work  of 
the  most  valuable  kind  for  the  entire  world.    In  Dublin  there 
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was  plenty  oi  material,  plenty  of  brains,  plenty  ol  most  excellent 
work  being  done,  and  they  must  make  an  efEort  to  prevent  its 
being  wasted  to  the  world,  as  well  as  to  the  individuals  themselves. 
He  had  summed  up  the  causes  of  decay  under  three  heads.  The 
first  was  the  apathy  of  the  senior  members  of  the  profession. 
Allowance  had,  of  course,  to  be  made  for  overworked  medical 
men,  advancing  in  years,  who  had  difficulty  in  coming  out  in  the 
e\'ening  to  hear  papers  on  matters  which  they  might  possibly 
think  of  very  little  use  to  them.  Still  he  thought  public  spirit 
should  induce  a  man  to  support  an  institution  that  had  once  been 
of  use  to  him,  and  there  were  very  few  senior  members  of  the 
Academy  who  had  not  gained  from  it.  There  was  no  man 
who  knew  so  much  as  to  be  beyond  learning.  He  did  not  preach 
to  them  fi'om  any  lofty  pedestal  of  virtue.  He  had  been  slack 
in  attendance  and  in  the  exhibition  of  work,  partly  from  dis- 
couragement and  partly  from  the  usual  causes  which  seemed  to 
sap  the  energies  of  the  seniors.  But  the  responsibilities  of  office 
had  made  him  reconsider  the  matter,  and  to  decide  to  do  his 
best  to  remedy  the  condition  and  to  make  others  assist  in  doing  so. 
The  second  cause  of  decay  was  the  3Iedical  Clubs — T^iological  and 
Clinical.  They  had  come  to  stay  and  flourish,  and  long  might 
they  flourish.  Under  proper  circumstances  they  were  distinctly 
helpful  to  the  scientific  life  of  Dublin,  but  they  had  exercised  a 
pernicious  influence  in  ways  which  it  was  easy  to  understand. 
There  was  no  publication  of  work  done  by  them.  Men  could  dis- 
cuss their  cases  in  a  free-and-easy  way  without  committing  them- 
selves to  statements  which  would  be  published.  The  Clubs  should 
be  of  special  value  as  preparers  for  the  Academy,  and  they  should 
try  to  persuade  members  of  the  Clubs  of  the  great  value  of  bringing 
their  specimens  and  papers  subsequently  to  the  Academy.  The 
third  cause  of  the  decay  was  the  evil  system  of  hospital  appoint- 
ments in  DubUn,  which  had.  indeed,  existed  at  the  foundation  of 
the  Society.  He  alluded  to  the  absence  of  proper  apprenticeship 
for  the  profession.  Men  w^ere  often  run  into  hospital  appoint- 
ments fresh  from  the  schools  without  any  training  as  an  assistant 
or  a  registrar,  or  both,  that  he  should  have  had.  In  some  hospitals 
the  assistant  surgeon  was  merely  a  drudge  to  do  the  extern  work, 
instead  of  an  assistant  to  a  senior.  In  others  he  was  at  once  put 
in  charge  of  beds,  and  given  the  responsibilities  of  a  senior.    Such 
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a  system  resulted  in  immature  siu'geons  who,  from  a  consciousness 
of  their  o\vn  deficiencies,  were  afraid  to  speak  in  a  place  like  the 
Academy  ;  or  it  might  residt  in  oyer-confidence  which  would 
some  time  lead  to  a  ludicrous  mistake  that  would  prevent  him 
from  entering  into  contest  with  others  again.  There  were,  how- 
ever, he  was  glad  to  say,  indications  of  improvement.  Some 
hospitals  now  had  real  assistancies  and  registrarships,  and  he  had 
good  hopes  of  them.  The  impetus  to  scientific  zeal  that  must 
ensue  from  the  estabhshment  and  endowment  of  the  new 
University  must  also  result  in  good  work.  He  was,  therefore,  more 
hopeful  than  when  he  began  to  consider  the  question,  and  he 
would  ask  them  all  to  endeavour  to  ensure  that  the  Academy 
would  in  the  future  not  only  rival  the  best  work  of  the  past,  but 
far  surpass  it,  ^yith  lasting  benefit  to  Irish  surgery. 

Cervical  Rib. 

Mr.  E.  H.  Taylor  exhibited  a  woman  who  came  to  hospital 
for  reUef  of  pain  in  the  left  shoulder.  On  examuiation  a  hard 
sweUing  was  detected  in  the  posterior  triangle  of  the  neck,  which 
was  diagnosticated  as  a  cer\'ical  rib.  This  was  confirmed  by  a 
skiagraph,  which  showed  a  well-formed  cervical  rib  on  the  left 
side  and  a  smaller  incomplete  rib  on  the  right.  The  patient  did 
not  present  the  ner\'ous  and  vascular  disturbances  which  are 
frequently  found  associated  with  the  presence  of  cervical  rib. 

Mr.  W.  S.  Haughton  said  that  in  close  on  eight  thousand 
examinations  with  X-rays  he  had  come  across  only  fom*  similar 
cases.  In  them  the  rib  was  very  much  smaller  than  in  the 
case  exhibited,  and  the  symptoms  of  vasomotor  disturbance  were 
much  greater,  the  ulnar  fingers  in  three  being  discoloured,  and 
exhibiting  both  hypera-sthesia  and  an;esthesia.  He  thought  it 
was  remarkable  that  such  a  large  rib  should  occasion  so  Uttle 
vasomotor  disturbance. 

Mr.  a.  Blayney  said  he  had  shown  some  time  ago  a  similar 
case,  in  which  the  whole  of  the  forearm  was  blue,  with  pains 
shooting  do\\'u  to  the  fingers.  The  pulse  was  quite  lost,  though 
the  first  thing  that  called  his  attention  was  a  pulsating  tumour 
over  the  clavicle.  That  was  found  to  be  the  artery,  which  waa 
raised  up,  as  it  always  was.  The  removal  of  the  rib  was  quite 
easy.      The  result  was  a  cessation  of  pain,  but  the  va3om)tor 
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disturbance  did  not  ceaso.  There  was  an  imperfect  rib  on  the 
opposite  side,  which  was  giving  no  trouble.  He  lost  sight  of  the 
case.  The  development  of  the  rib  varied  ;  some  were  pointed 
with  cartilage,  but  had  no  attachment  below. 

Mr.  W.  I.  DE  C.  Wheeler  said  it  was  remarkable  that  th  ■ 
symptoms  in  such  cases  seemed  to  come  on  in  adult  life. 

Mr.  E.  H.  Taylor,  in  reply,  said  that,  although  he  had  not 
had  experience  in  operating  in  such  cases,  he  judged  from  the 
recorded  cases  that  there  would  be  no  unpleasant  or  remarkable 
consequences,  and  if  he  decided  to  operate  he  would  be  disposed 
to  carry  out  the  advice  of  Mr.  J.  B.  Murphy,  of  Chicago,  and 
remove  the  rib  entire  if  possible. 

Multiple  Rickety  Deformities. 
Mr.  Haughton  showed  a  boy,  aged  six,  suffering  from  multiple 
rickety  deformities,  some  of  which  had  been  treated  by  operation. 
On  admission  to  the  Orthopaedic  Hospital,  amongst  other  de- 
formities, he  had  considerable  anterior  curves  on  both  tibiae, 
double  genu- valgum,  and  severe  curves  of  both  radius  and  ulna 
of  the  left  arm,  limiting  flexion  and  preventing  pronation  and 
supination.  Skiagrams  were  shown  demonstrating  these  con- 
ditions before  and  after  treatment.  Cuneiform  osteotomy  was 
first  performed  in  the  left  tibia,  the  necessary  wedge  of  bone  to  be 
removed  being  first  accurately  measured  by  placing  the  legs  of  a 
pair  of  compasses  on  the  skiagram — one  leg  in  the  normal  axis  of 
the  tibia,  the  other  leg  of  compass  along  axis  of  the  lower  end  of 
deflected  portion  of  bone.  The  angle  of  deformity  thus  accurately 
measured  is  recorded  by  cutting  a  piece  of  aluminium  to  this  angle. 
This  forms  a  "  sfcerilisable  template,"  which  when  laid  on  th© 
exposed  surface  of  the  tibia  can  be  outlined  by  two  cuts  on  the 
periosteum.  By  following  these  lines  with  a  saw  or  chisel,  a  wedge 
of  bone  will  be  removed,  whose  angle  truly  represents  the  "  angle 
of  deformity."  The  deformity  is  then  forcibly  reduced,  and 
apposition  of  bones  is  maintained  in  plaster  of  Paris.  The  doublo 
genu- valgum  was  treated  by  "  doublo  condylotomy  "  at  two 
sittings.  "  plaster  of  Paris "  hnwg  applied  in  each,  and  the 
child  was  kept  in  bed  for  a  prolonged  period.  Movements  of 
the  knee-joints  are  now  good,  and  the  child,  though  not 
encouraged  to  walk  much  yet,  can,  nevertheless,  walk  with  ease. 
The  forearm  Mr.  Haughton  proposes  to  treat  also  by  osteotomy. 
T.  M 
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Mr,  D.  Kennedy  said  that  in  children  before  four  years  of  age 
he  had  frequently  bent  the  bones  into  position  \\-ith  almost  per- 
fect results.  The  after-treatment  of  such  cases  had  to  be  carried 
out  for  a  lengthened  period,  otherwise  relapse  was  bound  to  occur. 

Mr.  E.  H.  Taylor  said  he  had  always  performed  Mace  wen's 
supra-condyloid  osteotomy,  which  fulfilled  the  conditions  of  the 
case  admirably.  In  some  femora  which  he  had  seen  the  deformity 
was  not  due  so  much  to  any  abnormal  growth  of  the  inner  condyle 
as  to  a  hypertrophy  of  the  diaphysis  of  the  femur  in  a  downiward 
direction.  He  did  not  always  make  the  bone  section  actually 
transverse,  but  parallel  to  the  epiphyseal  cartilage. 

Mr.  J.  Lextaigxe  commended  Mr.  Haughton's  device  for  cal- 
culating the  angle  of  deformity,  which  would  do  away  with  the 
time  lost  in  making  repeated  sections  to  get  the  bones  to  fit. 

Mr.  Hai'GHTox.  in  reply,  said  his  experience  was  that  in  cases 
where,  in  the  dispensary,  they  thought  they  could  obliterate  the 
cun^es  by  straming  movements,  the  bones  became  so  hard  after 
six  weeks  of  good  feeding  in  the  hospital  that  they  could  not  be 
bent  any  more.  In  supra-condyloid  osteotomy  the  angle  of 
deformity  was  corrected,  but  another  deformity  was  produced. 
However,  if  the  child  was  well  fed,  and  the  Umb  was  kept  in  plaster 
of  Paris,  that  method  would  give  as  good  results  as  the  other. 
While  the  majority  of  cases  might  follow  Mr.  Taylor's  rule,  he 
had  not  found  them  so.    Every  case  of  the  deformity  varied  a  little. 

/ Htra-Scapulo- Thoracic  A mputatiou. 

Mr,  Denis  Kennedy  exhibited  a  patient  on  whom  he 
performed  the  intra-scapulo-thoracic  amputation  for  an  extensive 
injury  of  the  arm,  due  to  a  railway  accident.  The  scapida  was 
comminuted,  and  the  soft  parts  of  the  arm  were  mangled  and  torn 
so  high  up  that  it  was  impossible  to  get  covering  for  an  amputation 
through  the  slioulder  joint.  The  operation  was  performed  within 
two  hours  froni  the  time  of  the  accident.  Mr.  Kennedy  attributed 
much  importance  to  immediate  operation  in  such  cases. 

Mr.  E.  H.  Taylor  said  he  was  particularly  interested  in  the 
case,  as  he  had  had  one  in  which  he  had  not  had  the  same  good 
result.  He  regretted  he  had  not  removed  the  man's  scapula,  as 
there  was  a  comminuted  fracture  of  it,  with  dirt  and  coal-dust 
ground  into  the  tissues  ;  but  the  man  was  in  a  state  of  marked 
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<;ollaps<'.  \vli(!U  lie  saw  him  altur  liis  removal  from  Rathdrum, 
where  the  accident  occurred. 

Mr.  W.  8.  Haughton  aj^reed  witli  Mr.  Kennedy  as  to  immediate 
operation. 

Mr.  .1.  Lentaigne  also  agreed  that  if  amputation  must  btj  done, 
the  sooner  it  was  done  the  better  would  be  the  patient's  chance. 

Mr.  Kennedy  replied. 

Skull  Trephined  for  Fracture. 

Mr.  Louis  A.  Byrne  exhibited  a  man,  a^ied  twenty-one  yeais, 
fitter,  who  was  admitted  to  Jervis  Street  Hospital  on  Saturday, 
November  2,  1907,  suffering  from  an  injury  to  his  head.  Mr. 
Byrne,  being  on  accident  duty,  received  a  telephone  message  re 
the  case.  He  went  at  once,  and  found  the  patient  sitting  up  in 
bed,  with  a  bandage  on  his  head.  He  was  perfectly  conscious, 
and  made  the  following  statement: — A  short  time  previous  he 
was  tricking  with  a  fellow-workman,  and  threw  a  dirty  bag  in 
his  face  ;  the  other  lost  his  temper,  took  up  an  iron  bar,  and  struck 
him  on  the  head.  He  fell  to  the  ground  ;  the  ambulance  was 
sent  for  ;  he  was  brought  to  hospital  and  put  to  bed.  On 
■examination  there  was  a  slight  swelling  over  the  right  parietal 
region,  a  very  slight  scratch  ;  no  other  mark.  His  pupils  were 
normal,  and  responded  to  light.  His  senses  were  not  impaired. 
Respirations  20  ;  no  nausea  or  vomiting  ;  temperature  98.4° ; 
the  pulse  60.  Finding  the  pulse  so  low,  Mr.  Byrne  decided  to 
bring  him  into  the  theatre,  and  under  an  anaesthetic  to  dissect 
back  the  scalp  and  examine  the  skull,  which  he  accordingly  did, 
and  found  a  gutter  fracture  extending  about  two  and  a  half  inches, 
the  depression  being  most  marked.  He  trephined  the  upper 
fractm'c  at  its  anterior  margin  and  elevated  it,  but  was  unable 
to  elevate  the  lower  one.  He  then  had  to  trephine  the  lower  one 
at  its  posterior  margin,  and  successfully  elevated  it,  but 
immediately  very  severe  lucmorrhage  tookplace,  which  necessi- 
tated the  plugging  of  the  wound  with  iodoform  gauze  ;  he  then 
covered  the  wound  with  gamgee,  and  had  the  patient  at  once  re- 
moved to  bed.  The  patient  was  given  a  saline  enema  every  three 
hours.  At  8  p.m.  his  pulse  was  HO,  temperature  99° ;  had  one 
motion.  The  next  day  his  morning  temperature  was  100.5*. 
pulse  86,  respirations  20.     The  second  day  after  operation  the 
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wound  was  dressed.  The  temperature  was  100°,  pulse  78,  respira- 
tions 20 ;  no  motion.  The  third  day  the  pulse  was  70,  respii-a- 
tions  20 ;  in  the  evening  the  pulse  was  66,  temperature  98.2". 
The  fourth  day  temperature  98.2°  :  pulse  76  in  the  morning, 
respirations  18  ;  had  one  motion.  On  the  second  day  he  got  a 
saline  enema  every  eighth  hoiu".  On  the  third  day  he  got  two 
saline  enemata,  which  were  continued  up  to  the  sixteenth  day. 
He  made  an  iminterrupted  recovery,  and  was  discharged  on 
January  4,  1908.  He  returned  to  his  work,  and  has 
continued  at  it  ever  since,  and  has  not  complained  of  any 
trouble. 

Mr.  E.  H.  Taylor  said  he  thought  the  htemorrhage  was 
meningeal.  The  probability  was  that  until  the  bone  was  elevated 
the  middle  meningeal  artery  was  compressed  in  some  way,  and 
when  the  bone  was  elevated  the  artery,  which  probably  had 
been  torn,  started  to  bleed  vigorously.  In  using  a  small 
trephine  there  was  danger  of  womiding  the  artery.  He  had 
had  to  nibble  away  the  bone  below  the  bleeding  point,  and  either 
isolate  the  artery  or  put  a  plug  into  a  bony  canal  where  the 
artery  ran.  The  case  was  interesting  because  the  area  of  brain 
that  underlay  the  depression  corresponded  to  one  of  the  "  silent 
areas"  of  the  brain,  near  the  part  where  it  was  purposely  expostd 
in  brain  decompression. 

Mr.  Byrne,  in  reply,  said  the  htemorrhage  occurred  th»i  moment 
the  fragment  was  elevated.  He  plugged  at  once  with  gauze, 
and  there  was  no  recurrence.  The  plugs  were  removed  on  the 
second  day.  The  trephining  was  done  within  an  hour  from  the 
receipt  of  the  injury.  In  cases  of  head  injmy,  where  the  nature 
of  the  trouble  was  not  perfectly  sure,  he  attached  importance  to 
the  necessity  of  at  once  dissecting  back  the  scalp  and  examining 
the  bone. 

Amputation  of  Arm  for  Gangrene. 

Mr.  Graves  Stoker  exhibited  a  woman,  whose  arm  ho  had 
amputated  for  gangrene,  due  to  acute  colluUtis.  The  patient 
received  a  small  wound,  which  became  infected,  and  gangrene 
set  in  two  days  after  her  confinement.  She  was  in  suc-h  an  ex- 
hausted condition  then  that  he  did  not  consider  operation 
advisable.     The  gangrene  continued  to  spread  for  some  days. 
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but  eventually  some  signs  of  a  line  of  demarcation  made  their 
appearance.  Amputation  was  performed  on  the  tenth  day  after 
her  confinement,  and  she  made  satisfactory  progress  thereafter. 
Notwithstanding  the  virulence  of  the  infection  of  the  arm,  the 
uterus  remained  unaffected. 

Mr.  J.  Lentaigne  said  it  was  a  most  remarkable  case  because  of 
the  absence  of  uterine  sepsis  with  the  terrible  infection  in  the 
near  neighboiu-hood,  and  because  of  the  exceptional  success  of 
the  result. 

Mr.  Wheeler  said  he  liad  a  similar  case  in  which  tetanus 
supervened,  but  the  patient  recovered.  ^Vhere  tetaiius  was  likely, 
he  thought  the  antitoxin  should  be  given  the  whole  way  through. 
Whether  the  serum  did  good  or  harm  no  one  could  tell,  but  he 
gave  it. 

Mr.  J .  Lhntaigxk  said  he  had  completely  lost  faith  in  antitetanic 
serum.  In  twelve  cases  which  he  had  known,  seven  were  freely 
injected.  Of  the  seven,  one  recovered,  while  all  of  the  five  that 
got  no  serum  recovered. 

Mr.  Stoker,  in  reply,  said  he  had  taken  the  line  that  when 
the  woman  was  not  losing  any  ground  it  would  be  better  to 
delay  the  amputation  a  few  days  from  the  confinement,  as  sha 
had  been  working  hard  and  had  not  been  well  fed. 


Friday,  November  27,  1908. 
The  President,  Mr.   J.  Lentaigne,  in  the  Chair. 

Mditnnari/  ('arcuio)na  and  its  Sargical  Treatment. 
Mr.  Kdwari)  H.  Taylor  gave  a  communication  on  above, 
Tliero  was  no  region  of  the  body,  he  thought,  where  one  had 
learned  so  much  in  rcc(Mit  years  of  the  mode  of  the  spread  of 
lancer  as  in  the  breast,  nor  was  there  any  region  where  more 
satisfactory  results  had  been  obtained  by  improved  operative 
measures.  What  he  had  to  say  would  have  reference  to  the 
ordinaiy  scirrhus  form  of  the  disease.  Cancer  first  appeared  as 
i\  small  nodule  in  the  breast,  which  gradually  extended  until  it 
involved  the  whole  of  the  hieast  and  the  adjacent  tissues.     There 
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were  also  the  lymphatic  extensions  and  the  extensions  which 
took  place  by  the  blood-stream.  For  a  long  time  the  extension 
of  cancer  to  lymphatic  glands  had  been  well  known,  and  one 
instinctively  examined  for  enlarged  lymphatic  glands  in  order  to 
gain  a  correct  idea  of  the  extent  of  the  case.  The  cancer  might 
also  extend  along  the  lymphatic  vessels  in  a  way  which  had  been 
described  by  Mr.  Sampson  Handley,  of  London,  and  to  that 
gentleman  he  was  indebted  for  the  slides  which  he  would  show 
in  illustration  of  the  spread  of  cancer  \)x  the  lymphatics.  When 
the  cancer  originated  in  the  breast,  the  chief  direction  of  lymphatic 
extension  was  to  the  deep  portion  of  the  l)reast  and  the  fascia 
which  covered  the  pectoral  niuscles.  A  .section  of  the  skin  in 
the  region  of  the  deltoid  muscle  was  exhibited  showing  the 
extension  of  the  disease  in  the  plane  of  the  deep  fascia,  and  up- 
wards from  this  towards  the  surface.  A  highly  magnified  cross- 
section  showing  lymphatic  acsscIs  filled  with  cancer  cells,  but 
showing  no  alteration  in  the  surrounding  tissue,  was  exhibited^ 
together  with  some  cut  in  length  and  showing  the  same  sur- 
rounding conditions.  Slides  were  also  shown  illustrating  the 
stages  of  the  disease,  from  the  distension  of  the  lymphatics  by 
cells  in  their  interior,  until  rupture  took  place,  and  the  cells 
extended  through  the  wall  of  the  lymphatic,  and  produced  in- 
flammatory infiltration  of  the  tissue  arou)ul  the  lymphatic  vessel. 
Other  slides  showed  extensions  in  various  directions.  A  further 
slide  illustrated  the  extent  of  the  development  of  malignant 
nodules  in  the  skin  in  a  case  in  which  the  right  breast  had  been 
removed,  such  extension  taking  place  mainly  in  the  ph\ne  of  the 
deep  fascia,  from  which  it  niiglit  fuithci-  travel  deeply  through  the 
rectus  sheath  to  the  peritoneum,  or  dee})ly  to  the  bone,  or  super- 
ficially towards  the  skin.  The  bony  extensions  were  of  a  similar 
nature  to  those  of  the  skin,  but  secondary  deposits  in  the  bonea 
were  seldom  found  on  the  distal  side  of  the  knee  or  elbow.  As  to 
the  treatment  of  cancer,  his  experience  was  that  the  ca.ses  of 
breast  cancer  usually  met  with  were  not  favourahb*  Inr  a  com- 
plete operation.  He  regarded  as  a  favourable  case  one  in  which 
the  disease  was  confined  to  the  breast,  .iiid  in  which  tlicre  was 
no  evidence  of  disease  of  the  skin  or  of  enlarged  ghinds.  If  they 
found  enlargi'd  glands  in  the  axilla  tliey  might  regard  tlie  case 
as  a  late  one  in  which  the  disease  had  travelled  far.  and  sncli  were 
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the  majority  of  cases  which  came  to  the  8ur;^eon.     Until  they 
got  cases  in  earlier  stages  they  could  not  hope  for  ideal  results  in 
treatment.     The  delay  was  largely  due  to  the  fact  that  it  was  very 
difficult  at  an  early  period  to  say  that  the  case  was  one  of  cancer, 
and  the   signs   that  they   relied   upon    were   really   late   signs. 
Another  cause  of  delay   was  that  patients  put   off  seeing  the 
doctor  until  the  symptoms  had  assumed  a  serious  aspect.     They 
should  never  hesitate  to  make  an  exploration  by  an  incision 
along  the  outer  periphery  of  the  breast,  cutting  out  a  wedge- 
shaped  mass  which  included  the  suspected  swelling.     He  did  not 
recommend  cutting  into  the  tumour  to  see  if  it  was  cancer.     It 
should  be  cut  out  altogether.      If  the  disease  had  involved  the 
skin,  if  it  was  adherent  to  the  chest  wall,  if  the  glands  of  the 
axilla  were  extensively  enlarged,  and  if  the  glands  in  the  supra- 
clavicular region  were  enlarged  also,  he  did  not  believe  there  was 
any  prospect  of  a  permanent  cure  by  operative  measures.    Slides 
were  shown  in  illustration  of  the  stages  of  the  radical  operation. 
In  the  case  of  limited  disease  the  wound  could  be  <:losed  by 
suture,  but  in  later  stages  a  grafting  or  autoplastic  operation  might 
be  necessary.     The  arm  should  always  be  left  free,  so  that  the 
patient  had  a  good  range  of  mobility  and  could  gradually  get  to 
use  it.      A  great  improvement  had  occurred  in  the   operative 
treatment    of    such    cases.       Some    operators    had    given    their 
successes  as  40  per  cent,  or  more.     He  was  afraid  he  could  not 
lay  claim  to  such  satisfactory  results.      He  had  had  recurrences 
in  patients  more  than  three  years  after  operation.    The  knowledge 
of  the  extension  of  breast  cancer  had  been  an  extremely  valuable 
acquisition  to  surgeons,  and  in  view  of  what  Mr.  Handley  had  so 
ably  described  they  should  impres  ■.  people  with  the  importance 
of  seeing  a  doctor  at  the  earliest  possible  moment   when  any 
tumour  appeared  in  the  breast.     If  they  were  to  get  good  resultfi 
in  the  future  he  thought  it  would  not  be  by  any  further  (  xtension 
of  the  operation,  but  by  early  and  correct  diagnosis. 

Mr.  William  Taylor  emphasised  the  difficulty  of  diagnosis, 
and  recommended  strongly  that  the  general  practitioner  and  the 
gynaecologist,  who  saw  the  case  earher  than  the  surgeon,  should 
be  impressed  with  the  fact  that  at  least  five  out  of  six  women 
with  a  lump  in  the  breast  were  suffering  from  cancer.  Months 
were  sometimes  lost  while  cancer  w  as  spreading  in  every  direction- 
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It  had  been  stated  that  where  the  axilla  was  involved  20  per 
cent,  only  of  cases  could  be  cured  ;  but  if  the  cases  were  got  before 
the  glands  of  the  axilla  were  involved  75  per  cent,  were  claimed 
to  be  curable.  The  result  would,  of  course,  depend  ou  other 
factors  also,  such  as  the  age  of  the  patient.  The  earlier  the  age 
the  more  active  was  the  growth  in  the  breast.  Recurrence  had 
been  found  up  to  twelve  years  after  operation. 

Mr.  L.  G.  Gunx  said  his  own  practice  was  to  remove  more 
skin  than  Mr.  Taylor  thought  necessary.  He  only  removed  the 
greater  pectoral  if  he  could  not  clean  the  axilla  without  its 
removal.  He  had  tried  to  trace  twenty-eight  cases  after  three 
years'  time,  but  he  had  been  disappointed  ^vith  the  results  in 
cases  which  he  thought  had  done  very  well,  and  there  was  re- 
currence in  many  more  cases  than  he  expected.  It  seemed  to 
him  that  the  extent  of  the  operation  had  comparatively  little  to 
say  to  its  success:  what  was  much  more  important  was  the 
stage  at  which  the  case  was  got. 

Mb  J.  Lentaigne  thought  it  a  pity  that  practitioners  did  not 
come  to  hear  such  a  paper.  Patients  were  allowed  to  lose  their 
lives  through  ignorance  of  elementary  principles  of  surgery  ou 
the  part  of  those  who  first  saw  the  cases,  and  through  foohsh 
terror  on  the  part  of  the  patients,  the  greater  number  of  whom 
came  to  the  surgeon  too  late.  They  should  strive  to  impress  on 
educational  authorities  that  it  was  more  important  for  a  ^nrl  to 
imderstand  her  health  than  to  understand  algebra,  and  one  of 
the  lessons  a  girl  ought  to  be  taught  was  the  absohite  necessity 
of  attending  at  once  to  a  lump  that  appears  in  the  breast  or  any- 
where else.  The  danger  was  all  the  greater  because  such  a  liunp 
was  nearly  always  painless.  They  did  not  know  the-laws  governing 
the  spread  of  cancer,  and  he  had  been  particularly  impressed 
with  the  danger  of  cutting  into  a  cancer.  For  many  years  he  had 
removed  both  pectoralis  major  and  pcctoralis  minor.  Hccurrence 
was  rare  in  the  site  of  the  operation,  but  frequently  occurred 
in  other  parts  of  the  body. 

Mr.  E.  H.  Taylor,  in  reply,  said  he  brought  forward  tin* 
communication  to  emphasise  the  importance  of  carrying  out 
the  most  complete  operation,  even  where  the  disease  was  of 
quite  small  dimensions,  and  to  emphasise  the  importance  of 
early  diagnosis. 
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Friday,  January  8,  1909. 
The  President,  Mr.  J.  Lentaigne,  in  the  Chair. 

The  Choice  of  Operation  in  Cancer  of  the  Rectum. 
Mr.   Wheeler    being    absent,    his    paper  on   "The  Choice  of 
Operation  in  Cancer  of  the  Rectum "  was  read  by  Mr,  A.  J. 
Blayney.     See  page  97  ante. 

The  Treatment  of  Extroversion  of  the  Bladder  by  Transplantation 
of  the  Ureters  into  the  Rectum. 

Mr.  C.  Arthur  Ball  read  a  paper  on  the  above  subject.     See 
page  106,  ante. 

Abscess  of  the  Pancreas,  with  Report  of  a  Case  folloiving  Acute 
Gangrenous  Pancreatitis. 

Mr.  Seton  Prixgle  read  a  paper  on  the  above  subject.     See 
page  113  ante. 


Friday,  February  19,  1909. 
Mr.  Setox  F.  Prixgle  in  the  Chair. 

(Esophageal  Diverticulum. 

Mr.  William  Taylor  read  tlie  notes  of  a  case  of  oesophageal 
-diverticulum.     See  page  123  ante. 

Supra-pubic  Prostatectomy. 

Mr.  L.  G.  Gunn  road  a  paper  on  the  above  subject.     See  page 
135,  ante. 


Friday,  March   19,  1909. 

Mr.  E.  H.  Taylor  in  the  Chair. 

Lateral  Pharymjotomy. 
Mr.  p.  J.  Dempsey  exhibited  a  case  of  lateral  pharyngotomy. 
The  patient  had  consulted  him  for  hoarseness.    He  had  no  pain* 
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but  his  voice  got  tired  more  easily  than  it  oiisht,  and  he  had  a 
sensation  of  somethin.ii  in  his  throat.  On  examination,  by  merely 
depressing  the  tongue  on  tlie  right  side,  the  beginning  of  a  small 
pear-shaped  swelling  was  to  be  seen,  corresponding  almost  identi- 
cally to  the  posterior  pillar  of  the  fauces.  The  growth  was  found 
to  extend  down  into  the  epiglottis.  On  palpation  there  was 
evidence  of  fluid,  and  it  appeared  to  be  a  branchial  cyst.  The 
patient,  who  had  to  use  his  voice  in  preaching,  decided  to  have 
an  operation.  If  the  cyst  were  branchial,  it  would  probably  have 
diverticula  in  various  directions,  and  could  not  be  got  at  from 
the  inside.  He  therefore  thought  it  best  to  take  it  away  from 
^vithout.  The  operation  was  performed  on  November  26  as  if  it 
was  a  lateral  pharyngotomy,  although  the  pharynx  was  not 
opened.  When  he  opened  the  cyst,  about  two  tablespoonsful  of 
clear  fluid  came  out.  The  wall  of  the  cyst  was  curetted  and  packed 
with  gauze,  which  was  kept  in  for  forty-eight  hours,  and  then 
removed  and  a  drainage-tube  inserted.  The  tube  was  kept  in 
about  a  week.  No  fluid  came,  and  there  were  no  signs  of  the  cyst 
refilling.  The  recovery  was  uneventful.  He  had  pain  on  swallow- 
ing after  the  operatioji  which  disappeared  in  a  few  days.  He 
had  no  trouble  since  with  his  voice. 

■Mr.  E.  H.  Taylor  said  the  two  main  things  in  a  case  of  the  kind 
weie  thorough  asepsis  and  the  com])l('te  removal  of  the  cyst  wall. 
Both  had  been  fully  accomplished  in  this  case. 

,Extirpiitum  of  the  Larynx. 

Mj;.  K.  11.  W  ooiJS  exhibited  a  case  of  extirpation  of  the  larynx, 
with  new  apparatus  for  voice  production.  The  patient,  a  man  aged 
forty-two,  had  consulted  him  two  months  ago  complaining  of  pain 
in  swallowiiig.  On  cxanLination  there  was  a  large  tumour,  occu- 
pying the  right  lialfof  the  larynx  and  extending  up  to  the  middle 
line,  which  proved,  on  microscopic  examination,  to  be  a  scpiamous 
carcinoma.  Eight  weeks  ago,  assisted  by  the  ("hairman.  he  opened 
the  region  of  the  carotid  sheath  and  dissected  out  obviously  car- 
cinomatous glands.  The  glands  were  adherent,  and  a  couple  of 
inches  of  the  internal  jugular  vein  were  exeised  on  the  right  side. 
After  a  preliminary  tracheotomy  the  larynx  was  opened,  and  as 
there  was  little  chance  of  a  hemilaryngotomy  curing  the  case,  the 
whole  larynx  was  extirpated.     The  trachea  was  sutured  to  the 
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skin,  and  the  sack  of  the  pharynx  completely  cut  off  from,  com- 
munication with  the  respiratory  tract.  In  order  to  enable  the 
patient  to  speak,  it  occurred  to  him  that  he  mifzht  be  able  to 
convert  the  sound  made  by  a  reed  into  speech.  Accordingly,  he 
fixed  a  reed  in  a  tube.  By  putting  it  into  the  nose  and  dropping 
it  over  the  soft  palate,  and  by  putting  the  other  end  into  the 
trachea  he  was  able  to  blow  and  make  the  reed  vibrate.  A 
valve  was  used  to  take  in  the  air,  and  when  he  had  his  chest  full 
he  put  his  finger  to  the  end,  and  the  air  was  pressed  into  the  tube. 
Mr.  Woods  then  inserted  the  instrument,  and  the  patient,  after 
a  salutation  to  the  section,  counted  from  one  to  ten. 

Mr.  Dempsey  said  the  case  showed  the  results  that  could  be 
obtained  in  laryngectomies  when  the  pharynx  was  cut  off  from  the 
respiratory  tract.  The  real  success  of  such  a  case  was  due  to  the 
avoidance  of  the  danger  of  pneumonia,  which  killed  nine  out  of 
ten  patients  formerly.  Professor  Gliick  had  performed  twenty- 
one  complete  laryngectomies  in  the  past  year  or  two,  and  had  not 
had  a  single  death.  It  was  too  soon,  however,  to  judge  of  the 
question  of  recurrence. 
Mr.  W.  L.  Murphy  suggested  the  tr^dng  of  a  smaller  tube. 
Mr.  E.  H.  Taylor  said  he  was  much  struck  with  the  comparative 
ease  with  which  Mr.  Woods  was  able  to  close  the  pharyngeal  tube. 
Mr.  a.  J.  Blayney  inquired  as  to  the  effect  of  the  operation  on 
the  man's  hope  of  life.  Horses  which  were  tracheotomised 
improved  for  a  time,  but  after  a  while  went  rapidly  to  the  bad. 
Mr.  Stokes  asked  if  the  patient  could  cough. 
Mr.  Woods,  in  reply,  said  there  was  no  trouble  in  getting  a 
pharyngeal  wall  ;  even  after  the  larynx  was  taken  away  there 
was  plenty  of  wall  to  complete  a  very  good  tube.  Before  doing 
the  extirpatioii  he  thought  it  wase  to  give  the  patient  an  anti- 
streptococcus  vaccine  so  as  to  raise  his  opsonic  index,  and  his 
temperature  oidy  rose  to  100°  for  two  days,  and  then  fell  to 
normal.  This  was,  under  the  circumstances,  remarkable,  and  he 
thought  some  of  the  credit  was  due  to  the  preliminary  vaccination. 
The  tube  was  sufficiently  small  to  pass  through  the  i\ose,  and  a 
smaller  one  would  require  a  smaller  reed,  which  would  give  less 
power  to  the  voice.  He  had  had  a  case  of  tracheotomy  about 
fifteen  years  ago,  and  the  man  was  in  the  best  of  health  though 
still  wearmg  a  tube.    The  man  before  them  could  make  a  respir- 
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atory  effort  capable  of  clearing  ofi  any  secretion  in  his  windpipe. 
He  was  fed  after  the  operation  by  a  tube  through  his  nose.  This 
was  kept  until  he  was  able  to  swallow,  about  ten  days  afterwards. 

Rhiaohth. 

Mr.  W.  L.  Murphy  exhibited  a  rhinolith  removed  from  a 
woman.  It  was  wedged  underneath  the  inferior  turbiual,  and 
was  easy  to  get  out.  The  discharge  ceased  immediately.  The 
composition  of  the  rhinolith  was  calcium  carbonate  and  phosphate, 
with  some  organic  substance  resembling  cellulose. 

Mr.  a.  J.  Blayney  said  he  did  not  see  the  exact  origin  of  a 
rhinolith  where  there  was  no  nucleus  of  a  foreign  body,  or  that 
any  small  body,  such  as  a  piece  of  mucus,  should  remain  in  the 
nose  such  a  long  time  as  to  make  a  nucleus. 

Ectopic  H)jd)onephrotic  Kidnci/. 

Mr.  E.  H.  Taylor  exhibited  an  ectopic  hydronephrutic  kidney 
removed  from  a  young  woman  about  a  fortnight  ago.  The 
clinical  symptoms  were  strongly  indicative  of  appendicitis.  On 
palpation  over  her  right  iUac  fossa  he  was  able  to  determine  deep 
fluctuation,  and  as  she  appeared  to  be  very  ill  he  decided  to 
operate  that  evening,  and  to  cut  down  over  the  fluctuating  area 
with  local  amesthcsia.  He  was  surprised  to  reach  the  parietal 
peritoneum  without  any  evidence  of  pus.  When  he  opened  it,  his 
finger  passed  over  a  surface  that  was  bigger  than  a  normal  ca'cura, 
and  he  thought  it  might  be  an  ovarian  cyst  with  a  twisted  pedicle. 
He  extended  the  incision  under  chloroform,  but  found  no  pedicle. 
He  pinictured  a  large  swelling  which  was  Huctuatiiig  and  tense, 
and  a  quantity  of  fluid  escaped.  The  tissue  at  the  edge  of  the 
opening  was  evidently  renal.  He  put  a  tube  into  the  kidney 
and  drained  the  hydronephrosis,  and  after  ten  days  removed  the 
kidney,  having  previously  satisfied  himself  that  the  left  kidney 
was  healthy.  The  case  showed  that  even  where  all  typical  features 
of  appendicitis  were  present,  they  might  come  on  a  case  tiiat  had 
nothing  whatever  to  say  to  either  the  ca-cum  or  appentUx. 

Mr.  Haughtg.v  .said  his  experience  of  local  aiuesthesia  was  that 
when  they  got  to  the  peritoneum  they  came  on  cxtromfly 
sensitive  material. 

Dr.  Pkacockk  said  he  .saw  the  girl 'only  tlir<'<'  days  Itcfore  he 
*ent  her  into  hospital,  and  he  never  was  more  positive  in  hi.s  life 
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that  he  was  cU'aling  witli  appendicitis.  He  had  great  hopes,  from 
past  experience,  that  the  girl  would  live  a  long  life  with  only 
one  kidney. 

Mr.  a.  J.  Blayney  said  the  frequency  with  which  appendicitis 
was  met  with,  made  them  tend  to  come  to  the  conclusion  that 
most  right-side  pains  were  due  to  it ;  but  lie  had  seen  a  fair  number 
of  cases  which  proved  to  be  otherwise.  He  had  operated  on  some- 
what similar  cases  as  regards  the  pathological  findings,  though 
the  symptoms  were  not  the  same.  In  one  case  there  were  oxalate 
of  calcium  stones,  which  had  probably  excited  a  considerable 
amount  of  inflammatory  reaction,  and  led  to  narrowing  of  the 
ureter. 

Mr.  Taylor,  in  reply,  said  the  strength  of  novocain  used  in 
Berne  was  one  tabloid  dissolved  in  10  c.c.  of  sterile  water.  He  had 
used  it  approximately  at  that  strength,  but  often  weaker.  When 
getting  down  through  the  muscles  towards  the  parietal  peritoneum 
he  always  injected  freely,  and  tried  to  produce  oedema  of  the 
extra-peritoneal  tissue.  There  was  some  pus  mixed  with  the  urine 
in  the  distended  pelvis.  After  the  operation  the  temperature 
rose  to  100°,  but  the  morning  after  the  pain  had  gone,  and  the 
temperature  fell  to  normal  and  remained  so.  She  had  practically 
healed,  and  was  perfectly  well. 

Sarcoma  of  Orbit  and  Upper  Jaw. 

Mr.  W.  S.  Haughton  exhibited  a  specimen  of  sarcoma  of  the 
orbit  and  upper  jaw  from  a  girl  aged  about  twenty-eight.  For 
six  months  she  had  suffered  from  discomfort  and  pain  in  the  region, 
and  prominence  of  the  eye  ball  was  noticed.  She  had  a  good 
deal  of  oedema.  For  a  month  the  gTowth  of  the  tumour  had  been 
rapid  and  the  pain  considerable,  and  the  case  seemed  hopeless. 
The  gill  was  blind.  On  operating  he  found  that  the  muscles  were 
involved,  and  he  decided  to  sacrifice  them  and  the  branches  of  the 
facial  nerve.  As  a  preliminary  measure  he  ligatured  the  external 
carotid  artery,  and  thus  controlled  and  limited  the  haemorrhage. 
The  roof  of  the  antrum  and  the  floor  of  the  orbit  were  penetrated 
by  the  tumour.  They  had  to  enucleate  the  eyeball,  and  found 
underneath  a  mass  of  sarcomatous  tissue.  The  septic  condition 
following  such  an  operation  was  a  great  trial  as  food  particles  and 
sloughing  tissue  decomposed  in  the  mouth.    He  irrigated  the  cavity 
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with  saline  tluids  at  frecjiient  intervals  :  every  half  hour  for  forty- 
€ight  hours  the  mouth  was  washed  out  copiously.  She  had  very 
little  rise  of  temperature,  almost  no  decomposition  in  the  mouth  ; 
she  had  practically  no  pain,  and  an  uneventful  convalescence. 

Carcinoma  of  Male  Breast. 

Mr.  Hai'GHTon  also  exhibited  a  specimen  of  carcinoma  removed 
from  the  male  breast  by  Halsted's  method.  The  diagnosis  had  to 
be  taken  without  prejudice,  as  it  had  not  yet  been  confirmed 
microscopically.  The  patient  was  a  farmer,  aged  fifty-six.  In 
the  course  of  his  work,  one  leg  of  a  ladder,  ou  which  was  a  man 
weighing  fourteen  stone,  came  on  his  chest.  Afterwards  he 
noticed  pain  in  the  right  pectoral  muscle,  and  a  few  months  ago 
a  tumour  appeared  in  the  region  of  the  nipple  with  a  slight  dis- 
charge. The  tumour  grew  to  the  size  of  a  small  walnut,  and  was 
extremely  hard.  He  had  a  few  hard  glands  in  the  axilla.  The 
operation  was  the  ordijaary  typical  one  described  by  Halsted. 
It  was  the  first  cancer  in  the  male  breast  he  had  seen,  while  he  had 
seen  200  to  300  cases  of  cancer  of  the  female  breast. 

Mr.  E.  H.  Taylor  said  that  in  performing  excision  of  the  upper 
jaw  he  had  performed  a  preliniinary  laryngotomy  and  plugged  the 
pharynx,  and  found  that  he  could  proceed  leisurely  without  the 
risk  of  blood  entering  the  air-passages.  In  his  experience  such 
cases  were  uniformly  bad  as  regard  recurrence.  Wheji  malignant 
growths  developed  outwards,  metastases  were  slower,  and  prog- 
nosis was  better  than  when  they  penetrated  deeply. 

Mr.  a.  J.  Blayney  said  it  might  be  well  to  consider  the 
suggestions  thrown  out  by  Coley.  In  cases  of  sarcoma  he  used 
the  fluid  called  after  his  name,  and  he  had  published  a  number 
of  cases  which  had  survived  for  long  periods  without  recurrence. 
The  carcinoma  was  the  third  he  had  heard  of  in  the  male  breast. 
He  would  give  tlicm  tlie  proportion  of  one  to  KK)  in  the  female 
breast. 

Mr.  Stokes  said  he  had  seen  two  cases  previous  to  the  one 
before  them. 

Mr.  Haughton,  in  reply,  said  he  arranged  the  posture  so  that 
gravity  would  act  away  from  the  respiratory  passage,  which 
would  do  a  good  deal  to  prevent  the  inspiration  of  blood  and 
septic  particles. 


Friday,  May  1,    1909. 
The  President,  Mr.  J.  Lkntaigne,  in  the  C!hair. 

Bier's  Method  of  Treatment  by  Ilyperceniia. 

Mr.  R.  Atkinson  Stoney  read  a  paper  on  the  above  subject. 
See  page  145,  ante. 

Post-Operative  Tetanus. 

Mr.  Gunn  read  a  paper  on  the  above  subject.     See  pajje  158, 
unte. 


SECTION    OF    OBSTETRICS. 


A   CASE    OF    ECTOPIA   VESICA    COMPLICATING 
PEEGNAXCY  AND  LABOUE. 

Br  A.  N.  HOLMES,  M.B.,  M.R.C.P.L, 

Late  Senior  Assistant  Master,  Rotunda   Hospital. 

[Read  in  the  Section  of  Obstetrics,  November  13,  1908.1 

The  case  I  bring  before  you  to^uiglit  is,  I  think,  of 
interest,  as  I  can  find  but  few  references  to  it  in  the 
obstetrical  text-books. 

A.  H.,  an  unmarried  woman,  aged  thirty-three,  was  admitted 
to  the  Rotunda  Hospital,  13th  July,  1907,  with  a  history  of 
cessation  of  menses  for  a  period  of  six  months.  On  examination 
pregnancy  was  found  to  exist  for  a  corresponding  period. 
Ectopia  vesicre  was  found  to  exist  to  a  marked  degree,  even 
though  the  scars  of  an  operation  were  visible,  which  had  been 
undertaken  for  its  cure  four  years  previously.  There  was  an 
extensive  separation  of  the  bones  of  the  pelvis  in  front.  The 
vaginal  orifice  was  represented  by  a  narrow  transverse  opening, 
across  which  a  small  bridge  of  skin  lay,  presumably  the  rudiments 
of  clitoris  and  nymphse,  and  there  were  poorly  marked  labia 
majora  which  diverged  upwards. 

This  narrow  opening  lay  very  far  forward — just  below  a  line 
drawn  from  the  inferior  angles  of  the  separated  symphysis — 
making  the  distance  from  the  rectum  very  great.  The  patient 
was  kept  in  hospital  for  nineteen  days,  during  which  time  the 
surface  of  the  bladder  was  attended  to,  it  being  on  admission  in 
a  slightly  septic  condition. 

Labour  started  quite  unexpectedly,  and  was  very  rapid.  When 
the  head  descended  on  to  the  greatly  elongated  perimeiun  it 
drove  down  into  a  sac,  and  hardly  showed  at  the  introitus.    Efforts 
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were  made  to  press  the  head  forwards  and  upwards  to  the  outlet, 
but  were  unsuccessful  in  bringing  that  result  about.  The  upper 
portion  of  the  perinseum  was  found  to  consist  mainly  of  dense 
fibrous  tissue,  and  the  levator  ani  muscle  was  felt  to  lie  at  a 
much  lower  level.  Accordingly,  the  fibrous  portion  was  divided 
in  the  middle  line,  and  without  any  laceration  of  the  muscle  the 
head  was  easily  delivered  and  the  parts  repaired. 

During  the  puerperium,  which  was  uneventful,  the  uterus, 
lacking  any  anterior  support,  prolapsed.  Furthermore,  the 
greatest  difficulty  was  experienced  in  trying  to  prevent  the  urine 
from  running  over  the  parts  ;  but  eventually  the  patient  left 
hospital  quite  well,  being  advised  to  return  should  the  prolapse 
prove  troublesome. 

The  infant  was  stillborn,  and  in  the  seventh  month. 

With  regard  to  the  frequency  with  which  this  condition 
complicating  pregnancy  and  labour  is  met  with  I  believe 
there  are  not  more  than  about  fourteen  cases  recorded. 
Klein  gives  a  table  of  seven  labonrs  associated  with  the 
condition.  Adam  describes  a  case,  and  Monroe-Ker  men- 
tions one  in  his  recent  work  on  "  Operative  Midwifery." 
Adam  and  Klein  both  remark  on  the  length  of  the 
perinseum,  the  latter  noting  that  the  perinaeum  gave 
trouble  in  most  of  his  seven  cases,  and  required  incision. 

The  separation  of  the  bones  varies  in  the  different  cases, 
but,  so  far  as  I  can  find,  generally  approaches  four  and  a 
half  inches.  In  the  case  which  I  have  quoted  the  sepa- 
ration was  very  marked,  being  almost  seven  inches. 

I  have  to  thank  Dr.  E.  Hastings  Tweedy  for  permission 
to  treat  the  case  all  through,  and  further  for  his  kindness 
in  allowing  me  to  read  this  account. 


Dr.  Spencer  Sheill  asked  how  Dr.  Holmes  had  arrived  at  the 
conclusion  that  the  separation  of  the  bones  was  six  inches  by  the 
X-rays.    It  would  infer  that  the  X-rays  were  accurate  for  measure- 
ment of  the  pelvis,  but  experience  showed  that  that  was  not  the 
T.  N 
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case.  Perhaps  he  simply  judged  it  to  be  six  inches  approximately 
from  the  shadowgraph. 

Dr.  Tweedy  said  he  had  an  opportunity  of  seeing  the  case 
before  leaving  the  hospital.  It  was  a  typical  example  of  split 
pelvis.  The  pelvis  could  now  be  measured  very  accurately  by 
means  of  the  X-rays  with  the  aid  of  a  special  device  which  had 
been  invented  for  the  purpose.  There  was  no  fore-shortening  in 
the  photograph,  and  there  was  no  reason  why  the  gap  between 
the  bone  could  not  be  measured  very  accurately. 

Dr.  Holmes,  in  reply,  said  the  measurements  were  made  as 
felt  with  the  measure,  and  they  practically  coincided  with  those 
obtained  by  the  photograph.  There  had  been  only  about  fouileen 
cases  recorded. 


MYOMA  AXD   PREGXANCY. 

By  sir  W.  J.  SMYLY,  M.D.,  F.R.C.P.I., 

Ex-Master  of  the  Rotunda  Hospital. 
[Read  in  the  Section  of  Obstetrics,  November  13,  1908.] 

My  object  in  this  commuuicatiou  is  to  record  a  case  in 
which  child-bearing  was  complicated  by  a  myoma  of  the 
uterus  ;  but  I  shall  first  give  a  short  account  of  the  subject 
generally. 

We  are  all  familiar  with  mj-omata  in  pregnant  women 
who  are  approaching  the  end  of  the  child-bearing  period, 
which,  as  a  rule,  cause  little  or  no  trouble  and  are  soon 
forgotten.  The  few,  however,  which  do  cause  trouble  are 
noted  and  published,  so  that  to  collect  and  tabulate  the 
cases  which  appear  from  time  to  time  in  medical  journals 
would  give  an  altogether  erroneous  impression  of  the 
.seriousness  of  this  complication.  On  the  other  hand,  it 
must  not  be  forgotten  that  occasionally  serious  complica- 
tions do  occur  in  these  cases  which  tax  the  skill  and 
resourcefulness  of  the  attendant  to  the  utmost. 

We  may  consider  the  subject  from  two  aspects.  First, 
the  effect  of  pregnancy  on  the  tumours,  and  secondly  the 
effect  of  the  tumours  upon  the  course  of  pregnancy, 
childbirth,  and  the  puerperium. 

1.  The  occurrence  of  pregnancy  in  a  myomatous  uterus 
causes  a  change  in  the  position,  size,  shape,  and  consis- 
tence of  the  tumours.  As  the  uterus  enlarges  and  rises 
out  of  the  pelvis  so  do  the  tumours  attached  to  its  body. 
Even  those  which  are  attached  to  the  lower  segment  are 
drawn  upwards  towards  the  end  of  pregnancy,  or  even 
during  labour,  and  only  cervical  tumours,  or  those  which 
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grow  into  the  cellular  tissue  at  the  sides  of  the  utenis. 
maintain  their  position  or  are  driven  downwards  durino* 
labour,  and  are,  therefore,  the  most  likelv  to  cause 
trouble.  As  the  uterus  grows  larger  and  softer  so  do  the 
tumours  att^iched  to  it.  This  change  in  size  and  consis- 
tence is  due  to  develiopment  of  their  tissues  or  oedema, 
the  latter  condition  sometimes  causing  a  rapid  enlarge- 
ment out  of  proportion  to  the  enlargement  of  the  uterus. 
At  the  same  time  they  lose  their  globular  shape,  becom- 
ing flattened  out  as  the  uterus  expands,  and  are  more 
difficult  to  differentiate  from  the  normal  tissues. 
Necrotic  changes  are  rare  during  pregnancy,  and  are 
generall}-  caused  by  twisting-  of  the  pedicle,  but  are  more 
common  during  the  puerperium,  and  may  then  result  in 
sloughing,  suppuration  and  general  sepsis.  In  the 
j)uerperium  as  the  uterus  involutes  the  tumours  return  to 
their  original  condition,  and  in  a  few  cases  have  com- 
pletely disappeared. 

2.  If  we  now  turn  to  the  effects  of  mj'omatous  tumours 
upon  the  course  of  pregnancy,  childbirth  and  the  puer- 
perium one  will  find  that  during  pregnancy  they  rarely 
give  rise  to  serious  complications,  but  that  cases  have  been 
recorded  in  considerable  numbers  in  which  they  caused 
haemorrhages,  abortions,  placenta  previa,  ectopic  preg- 
nancy, intestinal  obstruction,  ischuria  and  obstruction  of 
the  ureters,  with  consequent  hydronephrosis,  twisting  of 
the  pedicle  with  peritonitis,  and  serious  pressure 
symptoms  from  the  great  size  of  the  growth,  or  from 
retroversion  and  impaction  of  the  uterus  in  the  pelvis. 

A  fact  of  considerable  importance  in  connection  with 
pregnancy  complicated  by  myomata  is  that  nf)t  infre- 
quently there  is  great  difficulty  in  forming  a  correct 
diagnosis:  and,  as  a  matter  of  fact,  a  large  number  of 
UTen  have  actually  been   removed   in  total  ignorance  of 
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tlie  camplicating  pregnancy.  These  mistakes  are  partly 
due  to  the  fact  that  many  of  the  s^-mjjtoms  are  common 
to  both  conditions,  such  as  enlargement  of  the  uterus, 
blueing  of  the  vagina,  and  the  uterine  souffle. 

Haemorrhage  is  a  common  occurrence  in  pregnancy 
complicated  by  myomata,  es]iecially  in  the  early  months, 
and  all  operators  should  lay  to  heart  the  warning  given 
by  Olhaussen  "  that  a  rapid  enlargement  of  a  myomatous 
uterus  accompanied  Iw  haemorrhage  should  always  excite 
a  suspicion  of  pregnancy."  In  these  early  cases,  too, 
when  the  uterus  is  completely  imbedded  in  tumours,  the 
peculiar  softening  so  suggestive  of  its  condition  may  be 
difHcult,  or  even  impossible,  to  detect. 

During  labour,  tumours  of  the  body  of  the  uterus 
seldom  give  rise  to  trouble,  and  are  often  overlooked  or 
mistaken  for  foetal'  parts,  from  which,  however,  with  a 
little  care,  they  can  be  easily  distinguished,  because  they 
uever  change  their  position,  and  cannot  be  pressed  back 
into  the  uterine  cavity.  Not  infrequently,  however,  they 
cause  inertia,  and  when  situated  in  the  lower  segment  or 
cervix  the  latter  dilates  with  difficulty,  so  that  labour 
may  be  prolonged  over  several  days.  As  a  rule,  nature 
overcomes  the  difficulty  by  drawing  up  the  tumour, 
or  it  is  ])ushed  down  or  flattened  out  by  the  presenting 
part.  But  large  tumours  adherent  in  the  pouch  of 
Douglas  or  which  have  developed  into  the  subserous 
areolar  tissue,  may  cause  serious,  and  even  insuperable, 
obstacles  to  delivery.  Malpresentations  are  frequent  in 
iliese  cases,  and  are  due  either  to  deformity  of  the  uterine 
cavity  or  to  the  presenting  part  being  unable  to  enter  the 
pelvic  brim. 

Placenta  })raevia  occurs  with  such  relative  frequency  as 
almost  to  prove  the  existence  of  cause  and  effect ;  and  the 
most  probable  exi)lanation  is  that  the  mucous  membrane 
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covering  the  tumour  affords  such  an  unfavourable  surface 
that  the  formation  of  the  placenta  is  not  limited  to  the 
serotina,  but  involves  a  much  wider  area,  including-  the 
reflexa;  and,  therefore,  more  likely  to  extend  into  the 
lower  segment. 

In  the  third  stage  myomata  cause  trouble  much  more 
frequently  than  in  either  of  the  other  stages  of  labour. 
Imperfect  contraction  and  retraction  of  the  muscular 
tissue,  or  retention  in  whole  or  in  part  of  the  placenta, 
are  frequent  causes  of  haemorrhage. 

Adhesion  of  the  placenta  when  implanted  upon  the 
tumour  itself  is  especially  serious,  because  the  membrane 
covering  submucous  tumours  is  generally  so  thin  that 
instead  of  imbedding  its-elf  in  the  decidua  the  ovum 
passes  completely  through  it,  and  the  placenta  becomes  so 
intimately  connected  with  the  tissue  of  the  tumour  that 
separation  may  be  found  difficult  or  even  impossible,  and 
casies  of  this  kind  bave  been  reported  in  which  fatal 
haemorrhage  has  followed  removal  of  the  placenta,  and 
others  in  which  extirpation  of  the  uterus  has  proved  the 
only  possible  way  out  of  the  difficulty.  Inversion  of  the 
uterus  due  to  fundal  attaclmient  of  the  tumour  is  a  well- 
known  complication. 

More  important,  because  more  frequent,  than  any  other 
complication  is  haemorrhage  after  labour  is  completed. 
It  may  occur  at  any  time  during  the  puerperium,  so  that 
it  is  difficult  to  say  when  a  patient  with  a  myomatous 
\iterus  is  safe.  Probably  the  most  frecjuent  and  peculiar 
kind  of  haemorrhage  is  that  described  by  Barnes  as  pauJo- 
post-jyartitm  ha'morrhage.  I  recorded  a  fatal  case  of  this 
kind  in  the  Kotunda  Hospital  Reports.  The  patient  was 
delivered  in  the  evening  after  a  normal  labour ;  at  mid- 
night there  was  a  violent  haemorrhage,  whicli  was  con- 
trolled ;  at  six  in  the  morning  a  second  and  fatal  hirmor- 
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rhage  occurred.     A  submucous  myoma  was  found  at  the 
post-mortem  examination. 

Septic  complications  due  to  retention  of  lochia, 
portions  of  the  placenta  or  membranes,  or  to  sloughing- 
and  suppuration  of  the  tumours  themselves  are  by  no 
means  infrequent. 

The  treatment  of  these  cases,  as  is  evident  from  what 
I  have  already  stated,  is  always  a  matter  of  importance, 
and  often  of  grave  anxiety  to  the  attendant. 

During  pregnancy  interference  is  seldom  called  for, 
although  tumours  have  been  successfully  removed  with- 
out interrupting  gestation,  but  excepting  those  rare  cases 
ill  which  extreme  pressure  symptoms,  twisting  of  the 
pedicle,  or  sloughing  of  the  tumour  render  operative 
interference  necessary  it  is  better  to  postpone  such 
measures  until  full  term.  The  induction  of  abortion, 
frequently  resorted  to  in  former  times,  hasf  now  been 
altogether  abandoned. 

At  term  and  during  labour  those  tumours  which  cause 
no  obstruction  or  other  serious  trouble  need  no  special 
treatment. 

Polypi  should  be  removed  and  cervical  myomata 
enucleated ;  but  tumours  which  grow  into  the  cellular 
tissu©  can  seldom  be  removed  i)er  vagiiham  without  great 
danger. 

When  the  tumour  is  so  large  and  in  such  a  position  as 
to  cause  serious  obstruction  to  the  passage  of  the  child  we 
have  a  number  of  methods  of  delivery  to  select  from,  and 
the  best  choice  is  often  very  difficult  to  determine. 

We  know  by  experience  that  in  such  cases  nature  un- 
assisted will  often  succeed  in  overcoming  an  obstacle 
which  seemed  insuperable,  as  was  well  illustrated  by  a 
remarkable  case  reported  to  us  by  Dr.  Kidd,  in  which  a 
large  tumour  appeared   to  fill  the   pelvic   cavity,   and   to 
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offer  au  insuperable  obstacle  to  delivery.  He  performed 
a  successful  Caesarean  section.  Yet  in  a  subsequent  con- 
finement this  same  woman  delivered  herself  spon- 
taneously. TVe  should,  therefore,  make  it  a  rule  to  wait 
as  long-  as  spontaneous  delivery  is  possible,  but  not  so  long 
iis  to  render  operative  interference  hopeless. 

Efforts  to  drag  the  foetus  past  the  obstruction  by 
forceps,  version  and  extraction,  or  after  perforation,  are 
liable  to  cause  irreparable  damage,  and  are  in  general  to 
be  condemned. 

As  regards  abdominal  operations,  Caesarean  section 
alone  is  seldom  sufficient.  It  is  more  generally  advisable 
to  combine  it  with  enucleation  of  the  tumour  or  extir- 
pation of  the  uterus.  As  a  rule  panhysterectomy  has 
proved  more  successful  than  the  supra-vaginal  operation^ 
because  after  a  prolonged  labour  the  uterus  is  often  more 
or  less  septic,  and  the  retention  of  a  septic  stump  is  not 
only  in  itself  a  source  of  danger,  but  its  complete  removal 
affords  better  drainage.  Another  reason  for  the  complete 
operation  is  that  the  tumours  which  cause  obstruction 
are  always  situated  so  low  in  the  uterus  that  it  is  difficult 
to  obtain  a  stump  altogether  free  from  disease.  When 
the  fcetus  is  known  to  be  dead  it  is  better  to  remove  the 
uterus  unopened.  In  some  cases  where  it  is  evident,  after 
opening  the  abdomen,  that  the  removal  of  the  tumour 
alone  is  ix)ssible,  it  has  been  recommended  first  to  pull 
up  the  tumour  out  of  the  way,  then  to  deliver  per  vias 
naturalcs,  and  lastly  to  remove  the  tumour. 

After  delivery  it  is  scarcely  necessary  to  point  out  that 
post-partum  haemorrhage  must  be  looked  for  and  free 
drainage  of  discharges  secured  :  and  in  no  other  class  of 
cases  is  complete  asepsis  from  start  to  finish  a  more  abso- 
lute necessity.     I  shall  now  proceed  to  the  case:^ — 

In  September,  1903,  I  was  consulted  by  a  lady,  who  told  me 
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that  she  had  been  married  eight  years,  but  had  no  children. 
She  complained  of  severe  neuralgic  pains  in  her  breasts,  especially 
at  the  intermenstrual  periods,  when  they  became  swollen  and 
painful.  Menstruation  was  regular,  but  very  profuse,  with  ex- 
pulsion of  clots,  and  lasted  a  full  week,  generally,  but  not  always 
accompanied  by  pain. 

The  uterus  was  found  to  be  enlarged,  but  no  tumour  was 
discovered.  I  diagnosed  the  case,  and  treated  it  as  chronic 
metritis. 

A  year  afterwards,  in  September,  1904,  she  became  pregnant, 
and  the  pregnancy  pursued  a  normal  course.  Labour  commenced 
on  July  5,  1905,  the  breech  presented,  and  pains  were  weak 
and  inefficient. 

On  the  evening  of  the  fourth  da}^  the  membranes  ruptured,  and 
I    found   the    child    lying    obliquely    with    the    breech  in    the 
right  iliac  fossa.     I  then  made  my  first  internal  examination, 
and  found  the  os  three-quarters  dilated,  and  a  hand  presenting. 
To  the  left  of  the  cervix  I  also  found,  to  my  surpise,  a  tumour  as 
large  as  my  fist,  and  which  I  could  not  push  out  of  the  pelvic 
brim.     Having  procured  Dr.  Glenn's  assistance,  the  patient  was 
amcsthetised.    I  introduced  my  hand  into  the  uterus  and  brought 
down  a  foot  without  difficulty,  but  extraction  proved  unusually 
tedious,  and  the  child  died  before  it  was  completed.    Ultimately, 
however,  I  succeeded  in  delivering  the  dead  child  without  serious 
injury  to  the  maternal  soft  parts.     After  the  expulsion  of  the 
placenta  the  uterus  contracted  well,  and  for  some  time  there  was 
no  haemorrhage,  but  after  a  time  the  organ  relaxed  and  enlarged, 
and  the  discharge  became  more  profuse  ;  the  uterus  was  rubbed 
and  pressed,  some  clots  expelled,  and  ergot  administered  with 
good  effect ;  but  after  a  time  the  ha}morrhage  recurred,  and  I 
washed  out  the  uterus  with  hot  water.     The  benefit  was  only 
temporary,  but  at  no  time  could  the  loss  be  called  a  Hooding. 
There  was  no  injury  to  the  cervix,  nor  was  she  at  any  time  bad 
enough  to  sugcest  the  advisability  of  plugging,   but  still  her 
condition  was  so  unsatisfactory  that  it  was  between  two  and 
three  hours  from  the  birth  of  the  child  before  we  thought  it  safe 
to  leave  the  house. 

On  the  fourth  day  after  delivery  the  lochia   became  fa?tid, 
and  there  was  a  rise  of  temperature,   which  on  the  following 
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evening  rose  to  103°  F.,  and  the  vagina  was  washed  out  with 
creolin  lotion.  The  following  morning  she  was  no  better,  so  I 
douched  the  uterus  with  1  per  cent,  formalin  solution.  Aiter 
which  the  temperature  sank  to  normal  and  remained  so  for  two 
days.  After  that  it  rose  again,  and  on  the  eighth  day  it  was  so 
high,  and  her  general  condition  so  unsatisfactory,  that  I  asked 
for  a  consultation,  and  Sir  Arthur  Macau  saw  her  with  me  in 
the  evening. 

Having  discussed  the  advisability  of  exploring  the  uterus  to 
see  if  anything  could  have  been  left  behind  we  finally  decided 
to  try  the  intra-uterine  douche  again.  Next  day  her  temperature 
was  normal,  and  she  gave  me  no  further  cause  for  anxiety. 

The  numerous  complications  in  this  confinement  were 
no  doubt  all  due  to  the  presence  of  the  tumour.  The 
tedious  labour  was  due  to  the  difficulty  in  expanding  the 
lower  uterine  segm^ent.  The  change  in  the  foetal  lie 
was  caused  partly  by  the  inability  of  the  presenting  part 
to  enter  the  pelvic  brim  and  partly  to  the  unequal  ex- 
])ansion  of  the  lower  segment  of  the  uterus,  the  left  side 
remaining  rigid  whilst  the  right,  becoming  over-disteuded 
and  thinned,  would  yield  to  the  pressure  of  the  present- 
ing part,  which  consequently  became  displaced  in  that 
direction. 

The  hand  presentation  was  due  to  the  lie  of  the  foetus, 
and  its  death  was  caused  by  obstruction  to  its  delivery 
and  pressure  on  the  cord. 

Posf-partum  haemorrhage  is,  as  I  have  already  pointed? 
out,  a  common  occurrence  in  myomatous  uteri,  but  is  not 
quite  so  easy  to  understand  in  this  case  where  the  body 
of  the  uterus  was  healthy,  and  I  am  inclined  to  think  that 
it  was  due  to  the  tumour  acting  as  a  ball  valve  closing 
the  OS  and  obstructing  the  escape  of  discharge,  whicli  con- 
sequently accumulated  in,  and,  by  distending  the  uterus, 
acted  in  antagonism  to  its  retraction.  But  whether  this 
was  the  cause  of  the  hsemorrhage  or  not  it  certainly  must 
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liave  been  the  cause  of  the  retention  and  putrefaction  of 
the  lochia  and  the  septic  fever  which  accompanied  it. 

I  had,  therefore,  little  difficulty  in  deciding^  what 
advice  I  should  g^ive  when,  some  months  later,  this  lady 
consulted  me  again.  I  explained  to  her  that  the  tumour, 
which  had  then  shrunk  to  about  the  size  of  a  billiard  ball, 
was  at  that  time  doing  her  no  harm,  and  that  unless  she 
again  became  pregnant  would  probably  cause  her  no  in- 
oonvenienre ;  but  that  in  future  pregnancies,  unless  it 
had  been  previously  removed,  she  would  probably  en- 
counter similar  dangers  to  those  which  she  had  already 
passed  through. 

After  some  consideration  she  decided  to  submit  to 
operation,  and  accordingly,  on  October  28,  1905,  I 
opened  her  abdomen  and  found  the  tumour  within  the 
left  broad  ligament,  which  I  incised  on  its  anterior  aspect 
and  enucleated  the  growth  from  the  cellular  tissue  and 
uterine  wall,  into  which  it  was  embedded  by  about  one- 
third  of  its  bulk.  Having  closed  the  cavity  with  fine  silk 
sutures  I  closed  the  abdomen,  and  she  made  a  good 
recovery. 

In  1906  she  again  became  pregnant,  went  to  full  term, 
and  on  April  17,  1907,  delivered  herself  of  a  fully- 
developed  living  child.  Her  labour  was  normal,  and^ 
excepting  a  mammar\'  abscess,  her  convalescence  was 
quit©  uneventful. 

After  the  operation  I  showed  the  tumour  to  the 
members  of  this  section  as  a  recent  specimen,  but  I  think 
the  very  satisfacton-  ultimate  result  of  the  ease  is  suffi- 
cent  reason  for  bringing  the  subject  forward  again. 


Dr.  FitzGibbon  cited  a  case  iu  which  a  fibroid  occupied  the 
entire  fundus.  It  flattened  out  over  the  foetus,  until  iu  the  later 
mouths  it  was  difficult  to  differentiate  the  tumour  from  the  uterine 
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contents.  The  case  was  watched,  and  allowed  to  go  to  full  term, 
and  the  woman  was  delivered  of  a  living  child  without  difficultv. 

Dr.  Purefoy  said  the  difficulty  of  diagnosticating  pregnancy  in 
the  first  few  months  in  fibroid  uterus  was  a  matter  of  great 
importance,  and  should  be  constantly  present  to  their  minds 
when  dealing  with  such  cases.  Sir  William  Smyly's  paper 
illustrated  the  fact  that  a  woman  having  a  fibroid  uterus  often 
passed  through  several  years  of  married  life  before  pregnancy 
occurred.  In  some  cases  the  tumour  remained  stationary  in 
pregnancy.  In  some  it  diminished,  as  in  a  case  where  several 
small  fibroids  were  palpated  at  the  first  pregnancy,  while  in  a 
second  and  third  pregnancy  their  presence  was  difficult  to 
recognise.  On  the  other  hand,  in  some  cases  the  tumour  grew 
very  rapidly.  His  own  observations  bore  out  Sir  Wilham  Smyly's 
statement  that  in  some  cases  they  removed  a  fibroid  uterus 
without  suspecting  it  to  be  gravid.  The  presence  of  one  or  more 
fibroids  would  give  them  trouble  chiefly  in  the  third  stage.  Some 
observers  in  England  advised  patients  to  avoid  matrimony,  as 
pregnancy  was  fraught  with  great  risk  under  the  circumstances, 
but  that  was  not  their  experience  in  this  country. 

Dr.  Holmes  recalled  a  case  in  which  the  patient,  after  delivery, 
developed  puerperal  ulcer,  and  died.  The  uterus  was  studded  all 
over  with  myoma,  and  practically  every  fibroid  was  either  a  little 
abscess  sac  or  had  burst. 

Dr.  Rowlette  said  there  was  a  peculiar  form  of  degeneration 
in  fibroids  which  occurred  frequently,  but  did  not  appear  to  occur 
apart  from  pregnancy.  In  some  cases  the  whole  fibroid  underwent 
a  marked  red  pigmentation.  In  other  cases  there  was  much 
less  pink  coloration. 

Dr.  Henry  Jellett  said  he-  had  watched  a  case  during  the 
whole  of  pregnancy  a  year  ago.  The  patient  came  about  the 
second  month.  The  uterus  was  large,  soft  and  flabby  on  top, 
and  below  was  hard  and  irregular.  He  came  to  the  conclusion 
that  there  were  myomata,  and  that  she  was  probably  pregnant. 
The  myomata  were  situated  apparently  as  close  to  the  cervix  as 
they  could  get.  Pregnancy  went  on  without  trouble,  and  the 
myomata  preserved  their  position.  After  the  ninth  lunar  month 
the  myomata  were  still  close  to  the  cervix,  but  with  a  little  space 
between.      Ho    still    thought    they    would    probably    offer    an 
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obstruction  to  dnlivery.  A  fortnight  afterwards,  however,  there 
were  no  myomata  to  be  felt,  as  they  had  gone  up  above  the 
syraphysis,  drawn  up  during  the  formation  of  the  lower  uterine 
segment.  She  had  a  normal  confinement.  In  another  case  he 
operated  two  years  after  pregnancy,  and  found  two  ordinary 
intra-raural  myomata  which  had  apparently  completely  died. 
There  was  no  circulation  in  them,  and  they  had  a  complete 
capsular  wall  of  calcareous  concretions. 

Dr.  Ashe  asked  what  was  the  position  of  the  placenta  in 
relation  to  the  tumour. 

Dr.  E.  H.  Tweedy  said  so  far  as  he  knew  this  case  was  the  first 
reported  in  Dublin  of  myomectomy  with  subsequent  pregnancy. 
Myomectomy  at  full  term  without  the  removal  of  the  uterus 
seenxed  to  him  an  impossible  operation  in  the  majority  of  cases. 
The  hcemorrhage  that  followed  the  enucleation  of  a  myoma  in  a 
pregnant  uterus  would  be  greater  than  he  would  like  to  face.  In 
young  married  women  they  would  all  operate  if  they  were  sure 
they  could  remove  the  tumours  by  myomectomy,  but  that  was 
what  they  were  not  sure  of.  He  therefore  always  let  a  young 
married  woman  keep  the  myoma  in  the  hope  that  she  would 
become  pregnant.  He  thought  their  resources  were  quite  adequate 
to  deal  with  the  myomatous  condition  no  matter  where  situate. 
It  was  not  always  easy  to  diagnosticate  pregnancv  when  it 
occurred  in  a  myomatous  uterus. 

Sir  William  Smy'ly,  in  reply,  said  the  tumour  was  attached 
to  the  lower  uterine  segment,  and  was  about  the  size  of  a  billiard 
ball.  When  he  opened  the  broad  ligament  from  the  front  he  had 
no  difficulty  in  enucleating  it.  There  was  considerable  ha?mor- 
rhage,  but  he  was  fortunate  in  that  the  first  suture  included  the 
uterine  artery,  and  he  had  little  trouble  afterwards.  He  did  not 
hgate  the  ovarian  artery  separately.  He  sutured  up  the  rest  of 
the  cavitv  with  silk  sutures. 


INTEEMEXSTEUAL  PAIN. 

By  K.  D.  PUREFOY,  M.D.,  F.R.C.S., 

Ex-Master  of  the  Kotunda  Hospital. 

[Read  in  the  Section  of  Obstetrics,  December  11,  1908.] 

One  of  the  least  common  and  least  understood  varieties 
of  pain  connected  with,  and  dependent  on,  ovarian 
functions  is  that  to  which  Priestly,  in  1872,  applied  the 
term  "  intermenstrual."  Medical  literature  does  not 
abound  in  records  of  cases  in  which  this  pain  has  been 
observed :  and  even  in  the  records  furnished  us  details 
are  but  sparsely  given,  both  as  to  treatment  and  its 
results.  In  my  experience  the  affection  has  proved 
generally  rebellious  to  treatment,  and  very  liable  to  re- 
currence. Observers  are  pretty  well  agreed  that  it  is  an 
aff'ection  of  late,  rather  than  of  earl}^  years,  probably 
most  frequently  met  with  between  the  ages  of  twenty- 
five  and  thirty-five.  Its  relation  to  child-bearing  deserves 
notice.  Those  who  suffer  from  it  are  in  most  instances 
sterile,  or,  if  mothers,  have  not  been  pregnant  for  several 
years.  In  some  of  my  cases  it  occurred  for  the  first  time 
after  the  conclusion  of  a  pregnancy ;  in  none  was  it  ex- 
perienced during  the  very  early  years  of  menstrual  life. 

The  majority  of  those  who  suffer  in  this  way  describe 
the  attack  as  beginning  at  a  point  of  time  midway  between 
two  menstruations;  but  I  have  noticed  that  in  a  propor- 
tion of  cases  it  begins  ten  or  seven  days  before  menstrua- 
tion. Belief  is  generally  coincident  with  the  establish- 
ment of  the  menstrual  flow;  and  entire  cessation  of  the 
pain  generally  ensues  for  a  variable  period.     In  some  in- 
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stances  an  observable  discharge,  either  uterine  or  vaginal, 
synchronises  with  the  pain ;  two  of  my  cases  illustrate 
this  fact. 

Menstruation  in  these  cases  does  not  follow  any  invari- 
able type,  and  is  sometimies  normal  in  amount;  but  in 
my  observation  is  more  generally  either  scanty  or  profuse, 
and  attended  with  pain. 

A  very  interesting  question  remains — viz.,  with  what 
lesions  of  the  ovaries  or  other  organs  is  this  affection  most 
frequently  associated.  (Jn  this,  as  on  so  many  other  points 
connected  with  our  subject,  we  are  compelled  to  speak 
somewhat  vaguely,  as  neither  from  our  own  expreience 
nor  from  that  of  others  has  it  been  found  possible  to  draw 
reliable  conclusions.  I  have  found  it  associated  with 
(1)  healthy  uterus  and  appendages ;  (2)  endometritis ; 
(3)  subinvolution  ;  (4)  retroversion.  We  may  at  this  point 
advantageously  contrast  some  of  the  many  opinions  ex- 
])ressed  by  others  on  the  subject  of  this  communication. 
Lawson  Tait  alludes  to  this  affection  thus: — "Since 
reading  Dr.  Priestley's  paper,  I  have  seen  several  cases, 
but  have  been  unable  to  refer  them  to  any  category." 
In  Bland  Sutton  and  Giles'  "Gynaecology"  we  read:  — 
"  Causation  and  pathology  of  this  affection  are  as  yet 
obscure;  it  has  been  attributed  to  recurring  painful 
ovulation,  independent  of  menstruation.  The  more 
probable  explanation  is  that  it  is  due  to  painful'  eft'orts 
on  the  part  of  a  diseased  tube  to  expel  its  contents.  In 
the  majority  of  instances  it  has  been  found  associated 
with  tubal  mischief,  and  especially  with  that  curious 
condition  known  as  intermittent  hydrosalpinx.  It  is 
suggested  that  the  uterine  congestion  which  precedes  men- 
struation causes  occlusion  of  the  uterine  ostium  and 
accumulation  of  catarrhal  contents  in  the  tube;  the  dis- 
tension causes  pain.     "When  menstruation  occurs  the  con- 
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gestion  is  relieved  and  tlie  uterine  ostium  of  the  tube 
becomes  patent,  and  the  tube  discharges  its  contents. 
Pain  is  then  relieved." 

The  authors  mar  claim  some  credit  for  their  insrenuitv 
in  elaborating  such  a  theors' ;  but  it  is  not  in  accord  with 
clinical  facts,  though,  as  we  shall  see  a  little  later.  Dr. 
Martin  seems  inclined  to  accept  this  view.  When  writ- 
ing of  ovarian  dysmenorrhoea,  the  late  Dr.  Thomas 
observes  : — *'  One  ver^-  curious  phenomenon  which  now 
and  then  marks  these  cases  is  the  occurrence  of  inter- 
menstrual pain.  At  times  this  occurs  with  wonderful 
regularity  on  a  certain  day;  In  one  case  in  my  experi- 
ence it  occurred  on  the  ninth  day  after  menstruation  had 
ceased,  in  another  on  the  fourteenth,  and  in  a  third 
it  commenced  one  week  after  the  menstrual  act  and 
continued  for  five  or  six  days."  Fehling  explains 
intermenstrual  pain  as  a  normal  ovulation  between  two 
menstrual  periods.  On  this  point  Macnaughton-Jones 
remarks: — "How  common  such  pain  is  eveiy  gynaecolo- 
gist is  aware,  and  the  relief  of  this  symptom  as  well  as 
the  pain  of  ordinary  menstruation  by  treatment  of  the 
ovaries,  or  their  massage,  is  explained  by  the  consequent 
changes  of  the  relative  position  of  the  adnexa  and 
uterus." 

With  ever}'  respect  for  the  teamed  writer,  I  find  myself 
unable  to  accept  as  accurate  the  statement  "  that  sucli 
pain  is  common,"  or  that  the  alteration  of  the  relative 
position  of  the  uterus  and  the  adnexa  has  the  effect  attri- 
buted to  it.  Hermann  alludes  to  this  condition  under  the 
title,  ''  intermediate  dysmenorrhoea,"  and  favours  the 
notion  that  it  depends  on  the  regular  monthly  maturation 
of  an  ovum,  the  process  being  painful  because  the  outer 
part  of  the  ovary  is  thickened,  either  from  fibrous  growth^ 
(.r    organised    inflammatory   lymph.     For    treatment. 
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suggests  tliat  wo  sliould  heat  tlio  disease  oi  the  ovary  on 
whicli  it  depends.  (Christopher  Martin  writes:— "The 
pain  is  reg-ular  in  its  onset,  always  fourteen  days  before 
the  next  period  ;  it  is  violent  and  occurs  in  paroxysms, 
*and  lasts  for  three  or  four  days.  It  is  accompanied  by  a 
watery  discliarg-e  from  the  uterus;  in  a  few  cases  the  dis- 
charge is  haemorrhagic,  but  scanty,  so  that  there  is  an 
abortive  period  in  the  middle  of  each  intei'val.  On  ex- 
amination, the  pelvic  organ  may  be  found  normal',  but 
there  are  usually  distinct  signs  of  chronic  inflammation  in 
the  tubes  or  ovaries.  In  a  considerable  number  of  cases 
the  condition  of  hydrosalpinx  has  been  found  associated 
with  intermenstrual  pain,  and  by  most  authorities  is 
believed  to  be  the  cause  thereof." 

I  have  never  seen  a  case  in  which  this  pain  was  "  violent 
■and  paroxysmal,"  though  this  would  be  easily  understood 
if  it  were  associated  with  hydrosalpinx,  which,  in  my  ex- 
perience, is  by  no  means  common.  Intermenstrual  pain 
is  generally,  though  not  always,  referred  to  either 
■ovarian  region,  and  sometimes  to  the  right  and  left  sides 
alternately.  In  two  cases  recently  under  my  care  it  was 
felt  in  the  breasts  alone. 

Brief  records  of  some  of  my  cases  are  as  follow  :  — 

Case  T. — Patient,  aged  thirty-four,  unmarried,  rather  delicate 
from  childhood ;  menstruation  came  on  rather  late,  and  has 
become  increasingly  painful.  At  present  presents  most  of  the 
features  of  well-marked  ovarian  dysmenorrhoea  ;  severe  pain  in 
groins,  and  tenderness  of  breasts  a  few  days  before  the  flow  appears, 
attended  sometimes  with  headache  and  retching.  For  the  past 
few  years  severe  intermenstrual  pain,  beginning  fourteen  days 
after  the  tirst  day  of  preceding  illness  ;  no  disease  of  uterus  or 
ovaries  discoverable. 

Case  II. — Patient,  aged  thhty-four,  liealthy  aspect,  fifteen 
years  married,  nine  children.  About  eighteen  months  after  last 
«onfineraont  began  to  suffer  from  intermenstrual  i:>im\  in  left  side 
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extending  into  groin.  Examination  disclosed  nothing  more  tlian 
slight  enlargement  of  uterus  and  endometritis ;  no  disease  of 
appendages  was  detected.  This  patient  suffered  in  a  marked 
degree  from  dyspepsia  and  constipation,  for  the  relief  of  whicli 
she  underwent  treatment  during  some  months,  together  with 
occasional  uterine  treatment,  and  for  a  time  complete  relief  from 
the  intermenstrual  pain  was  obtained.  Amongst  other  drugs 
perseveringly  used  were  iodide  of  potassium  and  bichloride  of 
mercury.  In  this  case  the  intermenstrual  pain  is  attended  by 
discharge. 

Case  III. — Patient,  aged  thirty-five,  three  years  married. 
During  her  first  and  only  pregnancy,  which  ended  eighteen  months 
ago,  was  in  poor  health,  and  her  urine  was  highly  albuminous. 
Uterus  somewhat  enlarged ;  os  externum  small  and  circular, 
affording  no  evidence  whatever  of  parturition  having  occurred. 
Some  glairy  discharge  is  constantly  present ;  abdominal  walls  very 
thick  ;  appendages  not  distinctly  felt.  Has  suffered  much  from 
intermenstrual  pain,  especially  during  the  last  year.  Treatment 
in  this  case  has  been  followed  by  much  relief,  the  intermenstrual 
pain  especially  having  nearly  ceased.  In  my  opinion,  aspirin 
contributed  to  this  satisfactory  result. 

Case  IV. — Patient,  unmarried,  aged  twenty-seven  ;  complains 
much  of  failing  health,  loss  of  Aveight  and  energy,  and  frequent 
attacks  of  nausea,  especially  at  meal-time.  Menstruation  is 
painful,  and  a  vaginal  examination  shows  that  the  uterus  is  low 
in  pelvis,  and  retroverted.  In  this  case  the  intermenstrual  pain  is 
in  the  breasts,  not  in  the  pelvis.  Under  treatment,  local  and  con- 
stitutional, the  dysmenorrha'a  and  nausea  were  completely  cured, 
ajid  the  mammary  distress  alleviated. 

Case  V. — Patient,  aged  forty-one,  nine  years  married.  Some 
months  before  marriage,  following  exposure  to  cold,  irregular 
menstruation  and  frequent  sick  headaches  were  a  source  of  much 
trouble,  and  about  the  same  time  patient  began  to  suffer  from 
])ain  and  swelling  in  both  breasts,  starting  a  fortnight  before  each 
illness. 

Case  VI. — Patient,  aged  thirty-three,  single,  tronbled  with 
frequent  micturition  and  menstruation,  discharge  returning  every 
two  weeks,  attended  with  swelling  and  tenderness  of  breasts. 
Pelvic  conditions,  vulvitis  and  vaginitis;  uterus  retroverted  and 
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adherent ;  much  evidence  of  endometritis.  Several  days  after  each 
menstruation  severe  crarapy  pain  is  experienced  in  lower  belly 
accompanied  by  red  discharge.  Treatment  afforded  but  little 
relief. 

Case  VII. — Patient,  aged  twenty-nine,  four  years  married, 
two  children.  Suffers  much  pain  in  belly,  discomfort  and  vomiting 
between  menstruation  ;  the  pain  begins  on  the  20th  and  lasts 
till  the  28th  of  each  month.  Local  conditions  :  laceration  and 
ectropion  of  cervix,  uterine  cavity  three  and  a  half  inches.  Treat- 
ment brought  about  a  healthy  state  of  the  uterus,  but  very  little 
diminution  of  the  intermenstrual  pain. 

Case  VIII. — Patient,  aged  twenty-six,  three  years  married, 
childless.  Chief  trouble  is  headache,  beginning  one  week  after, 
and  lasting  till  one  week  before,  menstruation.  Nothing  worth. 
noting  in  the  condition  of  the  pelvic  organs. 

It  may  be  readily  understood  from  the  foregoing  that 
treatment  must  be  varied,  directed  to  the  removal,  if  pos- 
sible, of  any  ascertained  morbid  conditions,  and,  in  their 
absence  (and.  indeed,  in  every  case),  to  the  improvement 
of  f he  general  health.  In  ii  few  cases,  which  have  proved 
not  amenable  to  other  measures,  the  removal  of  one  or 
both  ovaries  has  been  practised,  but  with  results  so 
variable  and  inconstant  that  it  cannot  be  advised  in 
future,  unless  as  a  last  and  desperate  resource.  We 
should,  I  think,  refrain  as  much  as  possible  from  the 
exhibition  of  narcotics,  especially  opium.  Perhaps  an 
exception  may  he  made  in  favour  of  Indian  hemp,  especi- 
ally if  given  in  pill  with  quinine.  It  will  he  well  to  hear 
in  mind  the  varying  strength  of  different  samples  of  this 
<lrug,  and,  in  order  to  avoid  the  production  of  sometimes 
alarming  constitutional  disturbance,  to  instruct  our 
patient  to  take  it  always  shortly  after  food.  Recently  I 
have  given  aspirin  once  or  twice  in  the  day  with  en- 
couraging results.  Arsenic,  too,  deserves  to  be  remem- 
bered amongst  the  remedies  likely  to  be  of  any  service. 
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In  mv  opinion,  iutermenstriial  pain  is  dependent  on, 
and  caused  by,  the  maturation  of  a  Graafian  follicle  in  an 
ovary  itself  in  a  pathological  condition,  and  generally 
surrounded  by  structures  which  have  been  implicated  in 
an  inflammatory  process. 

Treatment,  to  be  effectual  in  giving  relief,  should  be 
constitutional  to  improve  the  general  health,  and  local 
to  relieve,  as  far  as  may  be  done,  the  associated  diseased 
conditions. 


SOME    REMARKS    OX    IXTERMEXSTRUAL    PAIX. 

By  J.  SPENCER  SHEILL,  F.R.C.P.I., 

Ex-Assistant  Master,  Coombe  Lying-in  Hospital. 

[Read  in  the  Section  of  Obstetrics,  December  11,  1!)08.] 

Although  in  practice  we  are  frequently  brought  face  to 
face  witli  sufferers  from  this  complaint,  yet  it  is  surpris- 
ing how  scarce  is  the  literature  upon  the  subject,  and  how 
imperfect  is  our  knowledge  of  the  affection. 

We  probably  all  agree  that  the  alleged  cause  of  this 
troublesome  affection  is  purely  conjectural,  inasmuch  as 
we  ha^  e  no  means  of  proving  that  the  generally  accepted 
theory  that  intermenstrual  pain  is  due  to  an  ovarian 
turgescence  is  the  correct  one  ;  nevertheless,  if  it  were  not 
directly  connected  with  the  function  of  the  ovaries  in  pro- 
ducing ova,  it  would  be  difficult  to  reconcile  with  it  the 
fact  that  during  pregnancy  and  lactation,  when  ovulation 
is  usually  suspended,  regular  monthly  sufferers  from  this 
pain  remain  quite  immune.  The  pain,  too,  is  commonly 
couiplained  of  in  the  ''  ovarian  region  of  Head  "  or  in 
"  the  back,"  though  its  characters  tell  us  nothing,  for  it 
appears  to  be  as  often  "  dull  and  aching  "  as  it  is  "  sharp 
and  cutting." 

We  do  know,  however,  that  sufferers  are  always  at  the 
age  of  sexual,  and  therefore  ovarian,  activity.  Some 
patients  are  troubled  with  a  vaginal  discharge  during  the 
])eriod  of  pain,  but  I  think  in  the  large  majority  this  can 
be  traced  to  some  associated  affection  of  the  internal 
genital  organs,  such  as  endometritis,  and  so  forth. 

Ther-^  a])pears  to  be  no  connection  between   intermen- 
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striial  pain  and  dysmenorrlioea.  for  there  are  quite  as 
maiiN  patients  wliose  meus+rual  periods  are  free  from 
pain  as  those  in  whom  pain  is  a  prominent  feature.  Yet 
here  is  a  letter,  dated  the  l(3th  of  last  month,  from  a  lady 
who  had  suffered  from  dysmenorrhoea  :  this  latter  com- 
plaint proved  quite  amenable  to  treatment,  but  vou  will 
liear  that  the  cure  was  as  bad  as  the  disease,  for  we  learn 
from  her  letter  that  she  has  substituted  intermenstrual 
pain  for  the  dysmenorrhtea.  It  is  true  that  this  patient 
is  of  a  hig'hly-strung-  natiire.  Time  alone  can  tell  if  this 
new  devek)})ment  in  her  is  a  mere  coincidence:  it  may  be 
but  fieetine-,  or  it  may  have  come  to  stay,  if  the  treatment 
which  I  shall  speak  of  later  is  without  avail.  Sterility  is 
spoken  of  as  existing  in  a  large  proportion  of  intermen- 
strual sufferers  :  this  patient,  as  well  as  a  number  of  others 
under  my  care,  has  been  married  some  years  and,  as  yet, 
has  not  become  pregnant.  Here  is  an  extract  from  her 
letter: — "The  period  came  perfectly  iip  to  time  and 
lasted  about  four  f>r  five  days.  I  did  not  suffer  any  ]iarii, 
but  about  ten  or  twelve  days  l)eforo  I  had  very  bad  pains 
in  my  back,  and  felt  as  if  every  day  the  period  was  going 
to  begin,  but  it  did  not  start  until  the  proper  time." 

Intermenstrual  juiin  cannot,  I  think,  be  labelled  as  a 
mere  nervous  manifestation,  for  lhc  class  of  ])atient  it  is 
frequently  seen  in  is  anything  but  the  nervous  type:  and, 
moreover,  removal  by  operation  of  the  ovaries  has  been 
known  to  cure  cases,  which  is  contrary  to  what  we  should 
expect  in  merely  an  ovarian  neurosis.  If  we  accept,  as  I 
believe  we  must,  the  idea  tliat  intermenstrual  ])ain  is  a 
result  of  a  physiological  turgidity  of  the  ovaries,  or  of  one 
ovary — a  forerunner  of  ovulation  and  of  menstruation 
how  can  we  explain  why  it  is  that  all  ovulating  women  are 
not  martyrs  to  intermenstrual   pain!"* 

This,  in  my  opinion,  is  best  accounted  for  in  this  way: 
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tlie  tuii>i(lity  is  due  to  circuhildrv  (•li:ni<»'('.s,  and  all 
patients  are  not  alike  as  regards  Mood  and  blood-vessels. 
This  Ix'ino-  so,  it  Avill  be  in  llic  direction  of  i-licckin^-  ex- 
cessive, or  reetifvinnp-  abnoimal,  lo(  al  or  <i;eneral  <  irr-u- 
latorv  ])henomena  that  onr  attenlion  will  he  Inined  wheu 
•dealinf*-  with  the  q\iestion  of  ticatnu'nl. 

A  g'ood  deal  of  work  has  receiillv  been  <lone  in  connee- 
tion  with  the  relationship  between  menstruation  and 
<aleium  metabolism,  and  it  has  been  shown  that  there  is 
a  considerable  diniinni ion  in  the  amount  of  lime  in  the 
systemic  blood  immediately  i)receding'  menstruaticui,  and 
that  lime  salts  ao^ain  bef^in  to  accumulate  after  menstrua- 
tion has  ceased;  thus,  as  one  would  ex])ect,  the  "  calcium 
content"  of  the  l)lood  is  at  its  maximum  point  aboiit 
midway  between  two  jjeriods.  We  know  fr^fim  the  teaching 
<»f  the  physiologists  the  im])ortant  influence  excn-ted  by 
lime  ovea-  muscular  contraction,  esjiecially  marked  upon 
the  cardiac  muscle  and  the  muscular  coat  of  the  arterioles. 
If  too  little  lime  is  present  a  weak  contractile  power 
results,  and  rice  rcrsa.  Is  it  not  ])robable,  then,  that 
indirectly  an  undue  pro])oiii()n  of  lime  in  the  blood  may 
be  a  factor  in  the  causation  of  intermenstrual  painy 

If  ovulation  is  so  active  in  this  class  of  patient,  how 
<an  we  account  for  the  rcdatively  hiu^h  jjroportion  of  cases 
of  sterility  among  them!-'  Is  the  ovum  lost  in  a  minute 
Liemorrhage  following  ujjou  the  rupture  of  a  (Traafian 
folli(de  from  a  turgid  ovary:"  It  seems  to  me  (|uite 
possible. 

As  to  the  treatment  of  internuuistrual  pain,  from  the 
literature,  and  from  might  1  viuiture  to  say  the  e\i)eri- 
ence  of  those  of  us  who  have  been  called  upon  to  treat  such 
■oases,  we  have  come  to  regard  "  dilatation  and  curettage," 
"opotherapy,''  electricity,  &c.,  as  without  beneticial 
•effect.     If  we  are  willinn-  to  assunu>  that  ciiculatoiy   di-;- 
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tiirbances  are  the  cause,  then  drugs  with  a  known  specifie 
action  upon  the  blood  circulation  mi;st  he  the  only  logical 
and  rational  form  of  treatment. 

Professor  Stephenson,  of  Aberdeen,  published,  some  five 
years  ago,  observations  on  the  action  of  salts  of  man- 
ganese in  certain  forms  of  menstrual  suffering,  taking 
advantage  of  the  well-known  effect  of  these  salts  upon 
the  circulation  in  their  tendency  to  restore  the  loss 
of  normal  balance  between  the  arterial  and  venous 
S3'stems.  In  patients  who  suffer  from  feelings  of  undue 
heaviness,  especially  marked  in  the  loAver  limbs,  and 
from  dulness  and  loss  of  energy,  from  headaches,  from 
skin  eruptions,  and  from  i)urple  tone  in  the  fingers,  inter- 
menstrual or  premenstrual,  we  can  with  some  confidence 
diagnose  an  abnormal  tendency  towards  equalisation  o-f 
the  arterial'  and  venous  blood-pressures,  and  these  are  the 
cases  that  I  have  found  give  such  gratifying  results 
under  a  course  of  manganese.  Of  course,  if  chlorosis  or 
other  affection  is  associated  with  these  symptoms,  iron  or 
other  suitable  drug  must  be  administered  also;  but  iron 
acts  upon  the  hJood,  whereas  manganese  exerts  its  in- 
fluence over  the  hlood-i'essel-f.  Patients  such  as  I  have 
described  almost  invariably  gain  relief  by  lying  down:  is 
not  this  in  itself  an  argument  in  favour  of  a  circulatory 
disturbance  being  the  cause? 

Intermenstrual  headaches,  most  frequently  complained 
of  in  the  vertex,  though  they  may  be  relieved  by  coal-tur 
derivatives,  will,  as  a  rule,  be  ])ermanently  cured  liy  a 
prolonged  course  of  manganese,  although  the  same  drug 
may  be  useless  in  tlie  menstrual  form  of  headache.  The 
form  in  which  manganese  is  best  administered  is  the  ])er- 
manganate  of  ])otassium,  in  doses  of  two  gr.  in  pill  form, 
after  each  meal ;  but,  to  do  justice  to  the  drug,  a  course  of 
from  four  to  eight  months  should  be  insisted  upon,  with, 
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perhaps,  slig-lit  leiiiissions  for  u  day  or  two  should 
stomach  irritation  supervene. 

If  the  case  chosen  for  tliis  treatment  be  a  suitable  one, 
relief  will  follow  lon^  before  the  tlrup;  treatment  is  half 
over:  nevertheless,  it  would  be  indiscreet  to  stop  the 
medicine  before  six  months  has  elapsed.  If  it  fails,  it  is 
still  of  value  as  a  diagnostic  agent,  failure  turning  our 
thoughts  away  from  functional,  and  in  the  direction  of 
OTf/anic  cause,  to  account  for  the  symptoms. 

Taking  into  consideration  how  common  a  complaint 
intermenstrual  pain  is.  it  seems  suri)nsing  the  scarcity  of 
articles  upon  the  subject  that  have  found  their  way  into 
the  literature.  When  so  little  attention  and  thought  have  been 
bestowed  on  the  subject,  it  is  little  wonder  that  we  are  in  a 
state  of  comparative  ignorance  as  to  its  cause.  Surely  it 
is  worthy  of  closer  investigation.  I  suggest,  if  all  of  us 
here  made  careful  observations  and  notes  on  all  such  cases 
as  may  come  under  our  care  for  the  next  twelve  months, 
a  fund  of  valuable  information  would  accrue. 


Discussion  on  papers  by  Dr.  Purefoy  and  Dr.  Spencer 
Sheill  : — 

IJr.  Wilsox  thought  that  where  there  were  evident  local 
lesions,  which  could  be  corrected,  with  the  result  that  the  pain 
ceased,  it  hardly  came  under  the  head  of  intermenstrual  pain  ; 
neither  did  cases  in  which  congestion  of  the  ovaries  was  relieved 
by  the  loss  of  blood  at  the  period.  The  chfficulty  of  treating  cases 
of  pain  that  came  on  a  detiuite  number  of  days  after  a  menstrual 
period,  and  ceased  a  definite  number  of  days  before  a  period, 
was  very  great,  and  although  tlie  drugs  mentioned  niight  give 
relief,  it  was  a  matter  of  considerable  doubt  as  to  what  the  con- 
dition really  was. 

Dr.  Ashe  thought  the  condition  was  probably  due  to  some 
form  of  toxa^nia  arising  from  an  excess  of  internal  secretion  of 
the  ovarv. 
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Dr.  Xeill  said  tliat  salicylate  of  menthol  liad  recently  been 
advised  for  relief  of  pain. 

Dr.  FitzGibbon  said  that  in  speaking  of  intermenstrual  pain 
there  was  a  tendency  to  mix  up  a  variety  of  different  diseases. 
They  should  keep  in  mind  that  the  pain  should  be  one  which 
occurred  at  a  fixed  time  between  the  periods,  and  in  which  there 
was  no  definite  organic  disease.  The  ignorance  which  existed  as 
to  ovulation  made  it  difficult  to  say  certainly  that  it  was  con- 
gestion of  the  ovary  that  caused  the  pain,  but  he  expected  that 
Dr.  Sheill's  suggestion  of  circulatory  treatment  would  improve 
the  condition. 

Dr.  Katherixe  Maguire  said  she  did  not  find  the  condition 
common  in  an  excessive  degree.  She  found  aspirin  rather  a 
dangerous  drug,  as  far  as  its  gastric  symptoms  were  concerned, 
though  it  certainly  relieved  pain.  She  found  phcnacetin  to  do 
good.  If  ammonol  or  antikamnia  was  given,  they  should  be  given 
after  food,  and  with  tea  or  coffee,  which  neutralised  their  effects. 
She  regarded  both  drugs  as  dangerous  because  they  wore  com- 
pounds of  antifebrin. 

Dr.  E.  H.  Tweedy  said  that  women  suffered  from  constipation 
and  congestion  of  the  pelvic  organs,  and  he  believed  that  this 
congestion  would  be  relieved  by  free  pm-ging  better  than  by  the 
drugs  mentioned.  He  thought  that  in  most  cases,  not  due  to 
constipation  or  neurasthenia,  they  would  find  some  disease  of 
the  tubes  which  might  give  no  evidence  of  their  condition  to  the 
examining  finger. 

Dr.  Purefoy,  in  reply,  said  he  agreed  with  Dr.  FitzGibbon's 
limitation  of  cases,  but  such  typical  cases  were  rare.  He  was  very 
sparing  in  his  prescription  of  di-ugs,  and  considered  that  anything 
like  repeated  use  of  the  coal-tar  remedies  was  greatly  to  be 
deprecated. 


A  SllUliT  ClilTIClSM  OF  1{A])ICAL  OPEliATK  )XS 
roil  THE  CURE  OF  BACKWARD  DISPLACE- 
MENTS OF  THE  UTERUS. 

By  HENRY  JELLETT,  M.D.,  F.R. C.P.I. 

Gynaecologist  and  Obstetric  Physician  to  Dr.  Steevcns'   Hospital,  Diiljiin. 
[Read  in  the  Section  of  Obstetrics,  January  29,  191)9.] 

EvKR  since  tlie  first  systeuiatie  ])ra(tice  of  gyutecolog'y 
began  the  non-gynsecnlog'ical  mind,  hotli  lay  and  medical, 
lias  considered  a  g-ynsecologist  as  a  person  whose  princijial 
duty  it  is  to  insert  pessaries,  and  who'  does  so  on  every 
available  occasion.  It  is  probable  that  in  the  past  there 
has  been  some  jiistification  for  this  belief,  because  there 
were  but  few  alternative  measures  which  could  be 
adopted  w'itli  safety  for  the  relief  of  one  oi  the  most  fre- 
(jueiit  class  of  female  ailments — namely,  uterine  dis})lace- 
ments.  Gynaecological  j^ractices  have,  however,  widely 
changed  during  the  past  ten  years,  and  though  it  is  not 
possible  at  present  to  banisli  the  jvessary  the  majority  of 
gynaecol'ogists  no  longer  regard  it  as  affording  the  best 
method  of  treating  uterine  displacements,  but  rather  as 
an  ancillary  method  M'hi("h  one  may  be  forced  to  use  by 
the  special  circumstances  of  the  case.  This  (diange  has 
come  about  with  comparative  lapidity.  When  I  was 
a-ssistant  at  the  Rotunda  between  ten  and  thirteen  years 
ago,  I  think  I  am  right  in  saying  that  the  general  ])ra(- 
tice  was  only  to  ])erform  radical  o})eration  for  the  <-ure  of 
backward  displacements  in  exce])tional  cases.  In  such 
cases  the  operation  was  usually  jvcrformed  by  the  vagiiui, 
and  took  the  form  of  Mackenrodt's  or  Diihrssen's  vaginal 
fixation  of  the  uterus.     These  operations,  however,  came 
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to  be  regarded  as  likeh'  to  be  dangerous  during  pregnancy 
and  labour,  and  consequently  their  use  was  limited  to 
cases  in  which  the  patient  had  passed  the  childbearing 
period. 

Five  years  ago  one's  views  on  radical  operations  had 
advanced  a  stage,  iind  many  g^'naecologists  considered 
that  such  operations  should  be  performed  if  there  was 
any  difficulty  either  in  fitting  a  suitable  ])essary  or  in 
having  it  looked  after  subsequently.  My  own  practice 
in  hospital  was  that,  if  a  j)atient  who  lived  in  Dublin 
came  to  me  with  a  backward  displacement,  I  put  in  a 
pessary,  but  if  she  came  from  the  country,  or  was  a 
soldier's  wife  and  likely  to  leave  Dublin,  I  did  a  radical 
operation.  Most  operators,  I  think,  preferred  in  such 
cases  Howard  Kelly's  operation  of  ventral  suspension  of 
the  uterus. 

From  this  stage  it  is  only  a  short  step  to  the  views 
which  are  held  by  some  operators  at  present,  and  with 
which  I  personally  agree — namely,  that  if  a  woman  is 
suffering  from  a  displacement  which  requiTes  relief,  a 
radical  operation  should  always  be  performed  in  prefer- 
ence to  iiiserting  a  pessary,  unless  there  are  any  special 
circumstance®  which  make  operations  of  any  kind  in- 
advisable. My  own  practice  is  this: — -If  a  patient  has  to 
be  curetted,  or  to  have  any  other  minor  gynaecological 
operation  j)erformed,  and  if  she  has  a  backward  displace- 
ment of  the  \iterus,  I  always  operate  on  the  displacement 
at  <lie  same  time.  Tlie  sanu>  rule  applies  ev(>n  more 
strongly  in  the  case  of  nuijor  gynuM'cdogical  operations, 
with  the  exception  of  hysterectomy.  In  these  cases,  how- 
ever, the  radical  cure  of  a  backward  displacement  can 
hardly  be  regarded  as  a  distinct  o])eration,  seeing  that  it 
consists  merely  in  inseiliiig  tlie  pciitoiu'al  sutures  in  a 
particular  way. 
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There  are,  of  course,  exceptions  to  this  rule.  I  have 
meiitioued  above  one  group  of  exceptions  -namely,  when 
operative  procedures  are  contra-indicated  by  the  con- 
dition of  the  patient.  The  only  other  exception  which 
occurs  to  me  at  the  moment  is  in  cases  of  puerperal  or 
post-puerperal  displacements,  as  they  can  usually  be 
cured  by  a  very  temporary  use  of  a  pessar}-. 

I  do  not  think  that  it  is  necessary  for  me  to  dwell  at 
any  great  length  on  the  reasons  for  adopting  this  prac- 
tice. jS^o  one,  I  think,  will  deny  that,  provided  ojierative 
procedures  are  safe  and  give  a  good  after-result,  thev  are 
preferable  to  the  prolonged  wearing  of  a  pessary. 
Assuming  for  a  moment  safety  and  certainty  of  result, 
the  position  is  this  :■ — One  patient  is  brought  into  hospital 
on  account  of  menorrhagia.  She  has  a  1)ackward  dis- 
placement. She  is  curetted  and  a  pessary  is  inserted. 
Iler  stay  in  hospital  varies  from  a  couple  of  days  to  a 
week.  She  then  leaves,  but  has  to  return  at  least  every 
three  months  to  the  extern  department  to  have  the 
l)essary  removed,  cleaned,  and  replaced.  Xo  matter  how 
Avell  it  fits,  it  may  at  any  time  cause  irritation  and  dis- 
charge from  the  vagina.  It  may  even  cause  ulceration  of 
the  vaginal  walls.  If  a  large  pessary  has  to  be  used  it 
stretches  the  walls,  and  on  account  of  this  stretching  its 
size  has  probably  to  be  increased  progressively.  In  old 
age  it  is  certain  to  cause  even  more  marked  discomfort. 

Contrast  this  with  the  history  of  another  patient,  who 
comes  into  hospital  under  similar  conditions,  and  on 
whom  a  radical  operation  has  been  performed.  Her  stay 
in  hospital  is  from  ten  days  to  a  fortnight.  She  leaves 
unaccompanied  by  a  pessary,  and  so  far  as  the  uterine 
displacement  is  concerned  there  is  no  further  trouble. 

The  only  way  one  can  decide  as  to  the  safety  and  cer- 
tainty of  the  dilferent  radical  operations  is  by  examining 
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iuto  their  immediate  and  suhseqiient  resulrs,  aud  it  is  for 
thi.s  reason  that  I  wish  to-nigrht  to  place  before  you  a 
short  criticism  of  radical  operations,  and  especially  of  the 
method  I  usually  adopt  in  these  cases,  and  its  results. 

I    had    better   begin  by    dividing  the   cases    in    which 
radical  operations  are  necessary  into  three  groups:   — 

(1)  Cases    in    which  a   major   operation  has   been    per- 
formed and  the  i)eritoneal  cavity  is  opened. 

(2)  Cases  in  which  the  displacement  is  complicated  by 
aduexal  disease. 

(•»)   Cases  of  uncomplicated  backward  displacements. 
The  cases  in  tlie  third  group  are  those  with  which  I 
am  ])rincipal'ly  concerned,  and  I  can  disjiose  of  the  first 
two  groups  in  a  few  words. 

When  an  abdominal  operation  has  been  performed, 
such  as  myomectomy  or  operations  on  the  appendages,  I 
always  finish  the  operation  by  performing  ventral  suspen- 
sion <tf  the  uterus  by  Kelly's  method,  and  if  the  patient 
is  likely  to  have  children  and  the  operation  has  not  taken 
a  long  time,  I  like  to  supplement  it  by  the  intra-])eri- 
toueal  shortening  of  the  round  ligaments.  The  reason  for 
the  latter  step  is  that  the  adhesions  fonued  by  Kelly's 
operation  always  tear  away  or  stretch  during  pregnancy, 
and  that  there  is  nothing  to  prevent  a  return  of  the  dis- 
placement after  delivery,  if  the  uterus  is  inclined  to  fall 
back. 

When  a  disi)lacement  of  the  uterus  is  comjdicated  by 
adnexal  disease  it  is  necessary  to  o])cn  the  peritoneal 
cavity  for  the  treatment  of  the  latter  condition,  and  then 
these  cases  fall  under  the  same  rule  as  those  in  the  first 
group. 

This    brings    us    to    group    (.'3)    and    to   the  question — | 
AVhat  is  the  best  o|>eration    for  the   radical  cure   of  un- 
(•(►ni|)licated     backward     dis])]acements     of     the     uterus? 
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There  are  three  difterent  classes  of  o])eratioii :  — 
(«)  Ventral  fixation  or  suspension  of  the  uterus. 

(b)  Vag^inal  fixation  of  the  uterus. 

(c)  Operations  on   the  uterine  ligaments. 

Ventral  fixation  of  the  uterus  is  not  permissible  during- 
the  child-hearing  period,   because  it  causes  too  strong  a 
bond  of  union  between  the  uterus  and  the  abdominal  wall. 
Ventral   suspension,   on    the  other    hand,    is    always    ])er- 
missible.     Its  immediate  results  are  uniformly  good,  and, 
if  the  uterus  and  its  ligaments  return  to  a-  normal  state, 
the  results  after  pregnancy  are  also  good.     It,  however, 
affords  no   support  whatsoever   after  pregnancy,   because 
the  essence  of  the  operation   is  the  formation  of  a  bond, 
of  union  which  will  tear  away  or  elongate  during  preg- 
nancy and  so  permit  uterine  development.     I   am   aware 
that  there  is  a  difference  of  o])inion  on  this  ])oint,  and  I 
was  once  fold  that  if  I  could  not  get  the  uterus  to  remain 
in  position  after  pregnancy  in  cases  in  which  I  had  per- 
formed Kelly's  operation  it  was  because  I  had  jjciformed 
the  operation  wronglv.     The  speaker,  indeed,  went  so  far 
as  to  say  that  if  I  hatl  in  the  past  used  only  one  fixation 
stitch  I  should  in  the  future  use  two,  and  if  I  had  used 
two  I  should  in  future  use  three.     Such  a  remark  applies 
very  correctly  to  a  ventral  fixation,  but  not  to  the  suspen- 
sion   operation,      Howard     Kelly,    who     originated     the 
operation,   writes  thus: — "After  labour  the  malposition 
of   the  uterus  may   return.     Fourteen   cases  upon   which 
suspensory  operations  have  been  performed  at  the  Johns 
Hopkins  Hospital  have  been  examined  at  varying  periods 
after  labour.     In  nine  of  them  the  uterus  was   in  good 
antepositi(ni,   while  in  live  the  ligaments  luul  apparontlv 
bro^ken   and   the    uterus   was  again   in  retroposition."      I 
have  only  one  criticism  to  make  on  this  remark- -namely, 
that  I  am  inclined  to  think  that  the  normal  position  of 
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the  uterus  iu  the  nine  cases  was  due,  not  to  the  persistence 
of  the  false  ligament,  but  to  the  fact  that  the  uterus  and 
its  true  ligaments  had  returned  to  a  normal  condition. 
I  have  not  looked  up  my  own  statistics,  but  I  know  I  have 
had  some  half-dozen  cases  in  which  pregnancy  has 
occurred  after  Kelly's  operation,  and  the  proportion  of 
returns  is  about  similar  to  that  given  by  Kelly.  In  one 
case  I  subsequently  opened  the  abdomen  and  there  was 
no  trace  of  the  suspensory  ligament.  Further,  I  have 
never  heard  of  an  operator  who  has  found  a  suspensory 
ligament  in  any  case  in  which  he  opened  the  abdomen  of 
a  patient  who  had  become  pregnant  after  a  Kelly's 
ventral  suspension. 

Vaginal'  fixation  of  the  uterus  I,  personally,  do  not 
like,  and  I  think  neither  do  most  other  gynaecologists. 
It  is  a  useful  substitute  for  ventral  fixation  in  some  cases, 
but  not  for  ventral  suspension.  I  thought  at  one  time 
that  the  difficulty  which  it  causes  during  pregnancy 
might  be  avoided  by  passing  the  fixation  sutures  low 
down  on  the  uterus  near  the  corporo-cervical  junction. 
This  practice,  however,  is  useless  when  the  uterus  is  large 
and  the  vagina  lax,  as  it  means  that  the  upper  part  of  the 
vagina  is  dragged  over  by  the  heavy  uterus  and  the  dis- 
placement recurs,  even  though  the  fixation  persists. 

The  third  class  of  operations — namely,  operations  on 
the  uterine  ligaments — includes  the  operation  which  I 
think  is  that  of  choice  in  uncomplicated  displacements  of 
the  uterus.  I  will  not  Aveaiy  you  by  discussing  all  the 
different  forms  of  operation  which  have  been  suggested 
<tn  these  ligaments,  their  name  is  legion.  The  sacro-iliac 
ligaments  have  been  shortened  through  the  vagina  and 
through  the  abdominal  cavity,  and  the  practice  is  often 
a  useful  one  in  severe  cases  of  prolapse.  The  round 
ligaments  have  been  shortened  at  the  external  abdominal 
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ring,  and  intra-peiitoncally,  throuf^li  single  incision.s  and 
througli  double  incisions.  They  have  been  tied  in  knots 
in  front  of  the  uterus  and  behind  the  uterus.  They  have 
been  pulled  through  openings  in  the  abdominal  wall  and 
through  openings  in  the  vagina.  Still,  when  every 
possible  commutation  and  permutation  of  the  original 
operation  has  been  adopted,  we  are  brought  back,  I  think, 
to  where  we  started,  and  to  the  fact  that  the  original 
operation  is  the  best  and  safest. 

The  original  ojjeration  for  the  shortening  of  the  round 
ligaments  was  first  placed  on  its  present  basis  by 
Alexander,  of  Liverpool,  and  is  now  known  by  his 
name.  It  is  said  to  have  been  introduced  by  Alquie,  of 
Montpelier,  in  1840,  who,  however,  only  performed  it  on 
animals.  It  was  condemned  by  a  Commission  appointed 
by  the  French  Academie  de  Medecine,  and  apparently 
died.  In  1864  it  was  performed  for  the  first  time  on  a 
human  being  by  Denelfe,  and  in  1881  it  was  again  intro- 
duced by  Alexander,  to  whom  the  credit  of  its  existence 
as  a  well-recognised  operation  is  undoubtedly  due.  In 
1882  it  was  performed  by  Adams,  who  had  previously 
practised  it  on  the  cadaver,  and  had  taught  it  to  his  class. 
( >wing  to  the  multiplicity  of  parentage  it  is  consequently 
sometimes  known  as  the  Alquie-Alexander-Adams  opera- 
tion. 

As  is  well  known,  the  operation  consists  in  drawing  out 
the  round  ligaments  at  the  external'  abdominal  ring, 
cutting  off  the  excess,  and  anchoring  the  stump  to  the 
pillars  of  the  ring  or  to  the  sides  of  the  inguinal  canal  if 
the  latter  has  been  opened.  As  an  o])eratiou  it  has  had  a 
chequered  career,  not  the  lea«t  curious  feature  of  which 
is  its  almost  complete  rejection  by  the  countries  in  which 
it  was  originated.  Not  alone  did  the  French  Commission 
condemn  it  in  1840,  but  it  was  almost  universally  rejected 
T.  p 


226         Backward  Displacements   of   the   Uterus. 

by  Eng-lish  gynaecologists  after  Alexander  introduced  it. 
Gradually  it  established  a  firm  position  in  America,  and 
now  it  is  recognised  by  gynaecologists  all  over  the  world, 
with  a  few  exceptions,  as  being  a  valuable  operation. 

Even  at  the  present  day,  however,  it  has  the  virtue  of 
causing  an  extraordinary  difference  of  opinion  on  points 
which  one  would  have  thought  impossible. 

In  a  work  on  gynaecology,  published  in  1907,  Herman 
writes  that  "  the  grave  objection  to  Alexander's  operation 
is  its  risk ;  the  danger  to  life  and  the  danger  of  a  long 
illness  with  suppuration  of  the  wound.  .  .  .  This 
detachment  (of  the  ligaments),  together  with  the  tension 
which  is  put  upon  them,  seems  to  lower  their  resisting 
power  and  make  them  liable  to  inflammation.  This  in- 
flammation may  lead  to  deep  suppuration,  which  may 
spread  to  the  peritoneum,  and  thus  fatal  peritonitis  follow 
in  a  week  or  so  after  the  operation." 

In  a  similar  work  published  in  19U3,  Galabin  writes 
that  "  the  operation  has  a  particular  liability  to  be 
followed  by  suppuration  of  the  wound."  On  the  other 
hand.  Noble,  in  1907,  states  that  "  the  mortality  of 
Alexander's  operation  is  practically  nil.  In  my  experi- 
ence there  have  been  no  deaths ;  "  and  Taylor,  of 
Birmingham,  in  the  same  year  recorded  85  cases  without 
a  death  in  a  paper  which  may  be  taken  as  a  practical 
answer  to  Herman's  statement  that  in  England  he  "  knew 
of  no  operator,  except  Dr.  Alexander,  who  has  performed 
the  operation  often  enough  to  make  his  experience  re])re- 
sentative  of  the  average  results  in  the  hands  of  a  com- 
petent operator." 

So  much  for   the  objections    to  the   operation   on    the 
ground  of  safety.     On  the  ground  of  efficiency,  so  far  a 
I  am  aware,  there  is  no  difference  of  opinion.     Even  thos« 
who  say  that  it  is  dangerous  admit  that  it  is  efiicacious. 
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All  Taylor's  cases  were  successful.  Peterson  operated  56 
times,  with  no  relapses  that  he  knows  of.  Noble  had  one 
failure  and  one  partial  failure  in  about  200  cases.  I  will 
give  my  own  statistics  later. 

A  third  objection  which  may  be  raised  is  that  of  diffi- 
culty. It  is  an  undoubted  fact  that  in  some  cases  it  is 
hard  to  find  the  ligaments,  and  that  in  others  they  break 
as  they  are  being  drawn  out.  The  number  of  the.se  cases 
is  very  marked  when  one  begins  to  perf  onn  the  oi>eration. 
It  gradually  lessens  very  considerably,  but  never  quite 
disappears.  Its  importance  is,  I  think,  over-estimated. 
One  first  looks  for  the  ligament  at  the  external  abdominal 
ring.  If  it  cannot  be  found  there,  one  opens  the 
inguinal  canal.  If  it  cannot  be  found  there,  or  if  it 
breaks,  one  deepens  the  incision  and  opens  the  peritoneal 
cavity.  The  ligament  is  then  found  and  drawn  out.  If 
we  remember  that  of  the  various  structures  coming 
through  the  external  ring  the  ligament  lies  deepest  and 
lowest,  we  shall  seldom  fail  to  find  it. 

I  have  nothing  to  say  regarding  the  technique  of  the 
operation,  save  that,  although  in  most  of  the  cases 
recorded  below  double  incisions  were  made,  I  have  lately 
adopted  the  single  transverse  incision,  and  I  think  it  is 
quicker.  There  is,  however,  no  material  difi'erence 
between  the  two.  As  regards  the  after-treatment,  I  differ 
in  one  point  of  pra<;tioe  from  almost  everyone  whose 
opinions  I  have  i^ad.  Taylor  may  be  taken  as  voicing 
these  opinions  when  he  says  that  he  inserts  a  pessary  and 
usually  keeps  it  in  place  for  three  months  after  the  opera- 
tion. On  this  point  I  have  only  to  say  that  I  have  never 
yet  inserted  a  pessary  even  for  a  week,  and  that  I  see  no 
object  in  doing  so.  I  think  my  statistics  show,  so  far  as  a 
small  number  of  cases  go,  that  it  is  unnecessary. 

My  cases    and  their  results    may    be    summarised  as 
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follow: — Forty-four  cases  were  ojjerated  on.  In  39  the 
usual  double  incisions  were  made,  and  in  5  a  single  in- 
cision was  made.  There  were  thus  83  separate  incisions, 
and  everj^  one  of  these  healed  by  primary  union.  One 
incision  subsequently'  suppurated  subcutaueously  owing 
to  the  fact  that  the  subcviticular  suture  broke  during  re- 
moval and  was  left  behind. 

One  patient  died,  but  her  death,  which  was  from 
double  croupous  pneumonia,  cannot,  I  think,  be  attri- 
buted to  the  operation.  The  symptoms  of  pneumonia 
ajjpeared  in  one  lung  on  the  fifth  day  after  the  operation. 
My  colleague,  Dr.  Hayes,  very  kindly  looked  after  her  for 
me,  but,  in  spite  of  everything,  the  second  lung  became 
involved,  and  she  died  on  the  eighth  day  after  operation. 
The  incisions  had  apparently  healed  normally. 

In  one  case  the  uterus  subsequently  fell  back.  This 
was  one  of  the  first  cases  on  which  I  operated,  and  on 
making  the  first  incision  on  the  right  side  I  could  not  find 
the  ligament.  Ck>nsequently  I  opened  the  peritoneal 
cavity  and  drew  the  ligament  out  and  fastened  it.  As, 
in  addition  to  this,  I  had  already  curetted  the  uterus,  per- 
foimed  a  double  trachelorrhaphy,  and  ligatured  piles, 
the  operation  had  lasted  sufficiently  long,  consequently  I 
did  not  ojierate  on  the  left  ligament.  The  uterus  was  thus 
sus))ended  by  only  one  ligament.  In  spite  of  this,  the 
uterus  was  in  good  position  when  the  i)atient  left  the 
hospital  seventeen  days  later,  and  was  also  in  good  posi- 
tion six  months  later.  The  patient,  however,  returned 
two  years  later,  and  the  displacement  had  recurred. 

In  two  cases  the  patients  were  subsequently  delivered 
under  my  care.  On  examination,  a  fortnight  or  so  after 
the  deliveiy,  the  uterus  was  found  to  be  in  a  normal 
position. 

In  conclusion,  I  should  like  to  state  shortly  why  I  conJ 
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sider  that  Alexander's  operation  is  the  operation  of  choice 
in  unconiplir-ated  cases  of  backward  displacement  of  the 
uterus.  To  my  mind  the  only  operation  which  comes  into 
competition  with  it  is  Kelly's  method  of  ventral  suspen- 
sion. If  there  is  any  appreciable  element  of  risk  attach- 
able to  either  operation,  I  think  that  it  attaches  itself 
more  strongly  to  the  operation  which  necessitates  the 
opening-  of  the  peritoneal  cavity,  and  that  if  both  opera- 
tions are  equally  suitable,  the  one  which  does  not  neces- 
sarily involve  such  an  opening  is  the  one  to  select. 
Further,  I  think  that  Alexander's  operation  is  more  likely 
to  lead  to  permanent  results  after  parturition,  though  I 
quite  recognise  that  it  is  not  infallible.  The  false  liga- 
ment formed  during  Kelly's  operation  must  either  stretch 
during  pregnancy  or  break.  If  it  stretches  it  must  prac- 
tically extend  from  the  symphysis  to  a  little  below  the 
ensiform  cartilage.  It  is  only  a  peritoneal  band,  and  to 
expect  it  to  contract  again  to  such  dimensions  as  to  exert 
a  restraining  influence  on  an  unimpregnated  uterus  is  to 
expect  too  much.  The  round  ligament,  on  the  other  hand, 
undoubtedly  possesses  the  power  of  contraction,  and 
normally  elongates  during  pregnancy,  and  again  retiirns 
to  its  former  length.  We  can,  therefore,  look  forward 
with  some  degree  of  confidence  to  the  shortened  ligament 
involuting  after  pregnancy  to  an  extent  which  will  again 
enable  it  to  exert  a  restraining  effect  on  the  movements  of 
the  fundus. 

The  Kelly  operation  possesses  one  advantage — namely, 
that  it  enables  one  to  inspect  the  uterus  and  pelvic  organs 
generally  during  its  performance,  and  so  to  make  sure  that 
there  is  no  adnexal  disease.  The  Alexander  operation,  on 
the  other  hand,  compels  one  to  depend  on  the  results  of  a 
bi-manual  examination.  In  this  respect  the  question 
becomes  one  of  diagnosis.     Alexander's  operation  is  only 
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suited  for  uncomplicated  cases.  If  there  is  any  doubt  as 
to  whether  the  case  is  or  is  not  uncomplicated,  by  all 
means  give  the  patient  the  benefit  of  it  and  perform 
Kelly's  operation.  So  far  as  my  o"vvn  experience  goes, 
however,  it  is  only  in  a  small  percentage  of  cases  that 
such  a   doubt  exists. 

The  difference  between  extra-peritoneal  and  intra-peri- 
toneal  shortening  of  the  ligaments  is  that  after  extra-peri- 
toneal shortening  the  uterus  is  held  by  the  strongest 
proximal  portion  of  the  ligament,  while  after  intra-peri- 
toneal  shortening  the  uterus  is  held  by  the  weak  distal 
portion.  For  this  reason  the  former  operation  is  much 
more  satisfactory. 

I  began  this  paper  by  saying  that,  provided  operative 
procedures  are  safe  and  give  a  good  after-result,  they  are 
preferable  to  the  prolonged  wearing  of  a  pessary.  I  have 
quoted  instances,  including  my  own,  of  385  cases,  amongst 
which  there  were,  so  far  as  is  known,  about  three  failures 
and  one  death.  The  latter  was  due  to  croupous  pneu- 
monia, and  save  that  it  occurred  after  the  operation  had 
no  other  connection  with  it.  I  think,  therefore,  we  may 
consider  that  Alexander's  operation  affords  a  certain  and 
safe  cure  of  all  uncomplicated  cases  of  backward  displace- 
ment of  the  uterus,  and  that  it  entitles  us  to  advise  opera- 
tion in  all  such  cases  which  require  treatment. 


Professor  Alfred  Smith  said  he  was  against  Kelly's  operation, 
as  he  looked  upon  the  suspension  as  ^vTong.  He  believed  in  the 
efficacy  of  Alexander's  operation  for  simple  backward  cases. 
That,  however,  applied  to  a  limited  class  of  case.  If  Alexander's 
operation  was  used  in  all  cases  that  came  to  them  there  would 
not  be  sufficient  beds  for  them.  It  was  only  in  the  better-class 
patients  that  shortening  of  the  round  ligaments  would  come  into 
greatest  practice.     In  a  case  which  he  thought  an  ideal  one  fo? 
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radical  operation  the  uterus  righted  itself  when  he  removed  the 
pathological  conditions.  If  he  had  shortened  the  round  ligaments 
he  would  have  thought  that  it  brought  about  the  result.  He 
considered  a  modification  of  Bumm's  operation  the  best. 

Dr.  Ashe  said  that  even  if  the  round  ligaments  were  shortened 
they  would  stretch  again.  He  believed  Alexander's  operation  to 
be  by  far  the  best  on  physiological  grounds.  It  was  surprising 
how  in  simple  cases  complications  were  found  when  the  abdomen 
was  opened,  and  that  was,  he  thought,  a  point  in  favour  of  the 
suspension  method.    He  thought  there  might  be  a  fear  of  hernia. 

Dr.  Holmes  said  the  difficulty  was  to  know  when  they  had  not 
got  complications.  An  enormous  number  of  women  who  came 
with  backward  displacement  suffered  also  from  sterility,  and  no 
gross  lesion  was  found  in  the  tubes.  In  50  per  cent,  of  cases  that 
he  had  examined  the  ut^us  had  gone  back  after  childbirth,  and 
he  found  cases  often  get  right  by  inserting  a  pessary  for  about 
two  months.  He  thought  there  was  still  room  for  the  pessary  in 
gynaecology,  and  he  did  not  regard  any  of  the  operations  as  final. 

Dr.  Gibson  said  that  he  considered  the  Alexander-Adams  the 
best  operation  for  uncomplicated  cases  of  retroversion  requiring 
treatment.  Many  cases  of  retroversion  occurring  after  labour 
could  be  successfully  treated  by  replacing  the  uterus  and  applying 
a  suitable  pessary  before  the  patient  got  out  of  bed.  For  com- 
plicated cases  of  retroversion  he  preferred  Olshausen's  operation. 
He  had  had  an  opportunity  of  examining  after  childbirth  six 
women  who  had  had  the  Alexander- Adams  operation  performed, 
relapse  had  occurred  in  one  case,  in  which  the  woman  suffered 
from  subinvolution. 

Dr.  FitzGibbon  said  that  when  they  were  dealing  with  an  un- 
complicated case  they  presupposed  that  the  adnexa  of  the  uterus 
were  healthy,  and  there  was  nothmg  to  interfere  with  pregnancy 
and  the  proper  involution  of  the  uterus  after  childbirth.  In  such 
cases  there  was  a  very  large  scope  for  the  pessary. 

Dr.  Matson  said  that  when  he  was  house  surgeon  to  Mr. 
Alexander  he  had  the  opportunity  of  seeing  him  operate  in 
manycases,  and  at  that  time  he  said  he  usually  placed  a  pessary 
in  position  for  about  two  months  after  the  operation. 

Mr.  L.  G.  Gunn  said  there  was  a  cystoscopic  method  of 
examination  of  the  bladder  for  determining  to  what  extent  the 
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uterus  had  been  brought  forward.    He  had  found  a  uterus  pulled 
over  somewhat  on  one  side. 

Dr.  K.  D.  Purefoy  recalled  a  case  operated  on  by  Mr.  Alexander 
in  which  there  were  three  miscarriages  afterwards.    If  a  woman 
became  pregnant  after  suspension  the  peritoneal  supports  were 
rent,  and  there  was  nothing  to  prevent  recurrence.    He  assumed 
that  before  operation  they  would  see  that  the  uterus  was  reduced 
in  size.     He  was  certain  that  there  were  many  cases  in'  which  the 
pessarv  would  give  relief,  and  some  in  which  it  would  effect  a  cure. 
Dr.  Jellett,  in  reply,  said  the  difference  between  the  treat- 
ment which  he   advocated  and  the  use  of  the  pessary  was  a 
week  in  hospital,  and  he  thought   that  was  less  serious  than 
two  or  three  years'  pessary  treatment,  even  if   in  some  cases 
the  pessary  succeeded.      Kelly's   operation   was  not  an  ideal 
one,  but  it  had  the  advantage  of  taking  very  little  time  to 
do    when    the    abdomen    was    already    open.      So    far    from 
Alexander's  operation  causing  a  hernia,  it  would  probably  cure 
any  inclination  to   hernia,  as   the   walls   of  the  inguinal  canal 
were  sutured  and  a  patulous  external  ring  was  closed.    Obliquity 
of  the  uterus  was  not,  he  thought,  a  matter  of  importance.    In 
three  or  four  cases  in  which  he  only  shortened  one  round  ligament 
he  had  in  a  month  or  so  found  the  uterus  in  the  middle  Ime. 
The  great  majority  of  cases  were  those  in  which  the  uterus  had 
fallen  back  after  childbirth,  and  in  these  there  was  no  necessity 
to  look  for  causes  of  sterility,  but  if  there  was  any  doubt  as  to 
the  condition  of  the  adnexa,  he  agreed  with  Dr.  Holmes  in  opening 
the  abdomen.     In  one  of  his  cases  a  patient  became  pregnant 
afterwards,  and  had  great  pain  from  pulling  on  the  external 
abdominal  ring  as  the  uterus  developed.     The  uterus  was  also 
very  large,  and  there  was  hydramnios.  He  feared  during  pregnancy 
that  the  operation  was  in  some  way  responsible  for  this,  but 
eventually  the  woman   was  delivered  of  a  stillborn  syphilitic 
infant.    He  thought  that  a  similar  cause  probably  accounted  for 
the  repeated  abortions  in  the  case  recorded  by  Dr.  Purefoy, 


CLINICAL   REPORTS   OF   THE  ROTUNDA  HOSPITAL 
FOR  YEAR  ENDING  OCTOBER  31st,    1908. 

By  E.  HASTINGS   TWEEDY,  F.R.C.P.L,  Master; 
J.  R.  FREELAND,  M.D.,  L.A.H., 

AND 

liETHEL  A.    H.  SOLOMONS,  M.B.,  Univ.  Dudl., 
Assistant  Masters, 

[Read  in  the  Section  of  Obstetrics,  March  5,  1909.] 

By  the  recent  death  of  Sir  Arthur  Macan  our  hospital  has 
sustained  a  severe  loss.  He  was  a  past  Master  of  the 
Rotunda  Hospital,  and  occupied  a  position  on  our  consulting 
staff. 

His  Mastership  was  marked  by  active  advance  in  gynaeco- 
logical and  obstetrical  technique.  Through  his  teaching  the 
importance  of  abdominal  palpation  and  the  dangers  of  vaginal 
examinations  received  general  recognition  throughout  the 
United  Kingdom.  In  perfection  of  antiseptic  methods  he 
was  far  ahead  of  the  then  accepted  views,  and  the  success  of 
his  practice  exercised  a  powerful  influence  on  the  teaching 
of  midwifery  between  the  years  1882  and  1889.  It  is  certain 
too  that  general  surgery  received  a  great  impulse  from  his 
practical  teaching. 

The  hospital  during  Sir  Arthur's  Mastership  was  ^^Tetchedly 
equipped,  and  no  one  had  a  keener  appreciation  of  this  than  he, 
and  it  is  no  secret  that  he  held  the  gloomiest  views  as  to  its 
future.  His  forebodings  were  only  saved  from  fulfilment 
by  the  enterprise  and  untiring  energy  of  his  successor,  Sir 
William  Smyly,  who  in  reorganising  the  nursing  staff,  building 
labour  wards,  lavatories,  bathrooms,  operating  theatres, 
and  adding  the  splendid  gynaecological  wing,  has  earned  for 
himself  the  unfaiUng  gratitude  of  those  who  have  succeeded 
to  his  heritage. 

In  the  year  with  which  our  Report  deals,  2,882  patients 
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were  admitted  to  the  hospital ;  of  these  2,393  entered  the 
maternity  hospital  either  in  labom:  or  suffering  from  com- 
plications of  pregnancy,  and  2,060  were  delivered. 

Not  since  the  year  1834  has  this  number  been  equalled. 
At  that  time  there  was  neither  a  gynaecological  nor  an  extern 
maternity  department.  The  latter  now  is  responsible  for 
over  2,000  deliveries  per  annum,  so  that  we  may  proudly 
claim  the  past  year  as  the  one  in  which  the  hospital  has 
achieved  its  greatest  period  of  activity. 

The  morbidity  shows  a  further  improvement,  5.30  per  cent, 
as  compared  ^-ith  6.41  per  cent,  by  the  B.  M.  A.  standard — 
i.e.,  a  temperature  reaching  100°  Fahr.  on  any  two  occasions 
between  the  second  and  eighth  day  of  bi-daily  taking,  the 
mouth  temperature  to  be  recorded,  abortion  cases  to  be 
excluded,  and  deaths  to  be  included  in  the  morbidity  list, 
regardless  of  temperature.  By  our  own  estimate  it  is  3.64 
per  cent.,  as  compared  with  3.99  per  cent,  last  year. 

Our  method  of  estimating  morbidity  is  as  follows : — A 
patient  is  considered  morbid  if  her  temperature  and  pulse, 
taken  twice  daily,  rise  above  99°  F.  and  90  respectively  on 
three  consecutive  occasions,  counting  from  the  beginning  of 
the  second  day  to  the  time  of  her  discharge,  which  in  normal 
cases  is  noon  of  the  eighth  day.  Abortion  cases  are  included, 
but  deaths  without  fever  are  excluded.  If  patient's  tempera- 
ture and  pulse  are  above  the  lines  indicated  she  is  not 
permitted  to  leave  the  hospital  until  they  fall  to  normal  for 
three  consecutive  takings,  and  should  a  patient  be  kept  in 
hospital  after  the  eighth  day,  and  then  show  any  morbidity, 
our  statistics  vn\\  show  it.  Temperatures  are  always  taken 
in  the  mouth. 

Tables  No.  15  and  16  are  of  great  interest,  as  in  them  our 
temperatures  are  classified  both  in  respect  to  duration  and 
range  ;  their  study  affords  a  very  accurate  estimate  of  the 
health  of  the  house. 

Five  patients  remained  over  thirty  days  in  the  house.  Two 
had  pneumonia,  one  had  white  leg,  one  had  continued  tem- 
perature following  version  for  ])laronta  prjT^via,  and  om^  was 
the  case  of  pyaemia  that  died. 
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Of  our  7  deaths,  the  one  due  to  Csesarean  section 
requires  very  particular  mention.  It  is  the  only  death  we 
have  to  record  in  our  series  of  10  cases.  The  woman  was 
apparently  in  perfect  health,  and  was  operated  on  at  full 
term  before  the  onset  of  labour.  The  uterus,  on  being  opened, 
displayed  an  almost  bloodless  condition,  and  the  placenta 
was  so  firmly  adherent  that  its  removal  was  accomplished 
with  the  greatest  difficulty. 

During  this  manipulation  the  atonic  uterus  lay  flabby  and 
thin- walled  without  showing  the  slightest  indication  of  retract- 
ing and  thickening.  Haemorrhage  was  very  slight,  and  we  pro- 
ceeded to  stitch  the  uterus  without  the  least  foreboding  of 
disaster.  Suddenly  the  anaesthetist  announced  that  respiration 
had  ceased,  and  the  operation  had  at  once  to  be  interrupted 
whilst  successful  means  were  adopted  to  revive  the  patient. 
The  pulse,  however,  remained  quite  imperceptible,  and  was 
never  felt  again,  though  death  did  not  take  place  until  three 
hours  after  the  completion  of  the  operation. 

It  may  be  remembered  that  in  1905-6  I  commented  on 
three  labour  deaths  due,  in  my  opinion,  to  obstetrical  shock 
apart  from  haemorrhage.  In  these  cases  the  uterus  was  found 
flabby  and  dilated.  This  condition  is  frequently  the  accom- 
paniment of  adherent  placenta,  and  the  dilated  condition  of 
the  uterus  precedes  rather  than  follows  the  general  shock. 
We  consider  this  case  one  of  the  same  class. 

The  two  cases  of  ruptured  uterus  are  tjrpical  examples  of 
quiet  rupture.  In  both  the  rent  was  extensive,  involving 
the  lower  uterine  segment  and  vaginal  vault.  The  infants, 
both  dead,  were  delivered  through  the  vagina — one  by  forceps 
and  one  by  manual  extraction. 

Our  treatment  in  each  case  consisted  in  plugging  the  rents 
with  iodoform  gauze.  Recovery  was  uneventful  in  both, 
and  we  think  this  good  result  largely  attributable  to  the 
method  of  plugging.  As  some  confusion  appears  to  exist 
in  regard  to  the  rationale  of  plugging,  we  think  it  important 
to  explain  our  technique. 

We  plug  with  a  threefold  object — (1)  To  prevent  intestines 
prolapsing  into  the  vagina.     (2)  To  drain  away  blood  already 
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in  the  abdomen.  (3)  To  arrest  further  bleeding.  Obviously 
this  result  cannot  be  attained  if  a  strip  of  gauze  is  pushed 
through  the  rent  by  one  ignorant  of  the  result  desired.  Thus, 
in  such  a  case  we  have  kno\\ai  a  man  to  push  gauze  into  the 
abdomen  where  it  was  recovered  at  autopsy  lying  near  the 
spleen.  To  fulfil  the  conditions  mentioned  it  will  be  seen 
that  a  mere  strip  -will  be  of  no  avail.  A  large  piece  of  gauze 
should  be  loosely  bunched  in  the  hand  as  a  housemaid  holds 
a  duster,  and  introduced  en  masse,  so  that  it  firmly  fills  the 
rent  and  exercises  pressure  on  its  lips,  but  does  not  penetrate 
into  the  abdomen  to  any  considerable  extent.  Within 
twenty-four  hours  the  edges  of  the  rupture  contract  and 
compress  the  gauze  plug.  After  this,  day  by  day,  the  plug 
should  be  loosened  gradually,  dra^^'ing  out  a  little  at  a  time 
to  permit  further  retraction  of  the  tear  until  the  last  of  the 
gauze  may  be  removed  on  the  fourth  or  fifth  day. 

The  case  of  A.  C.  shows  the  uncertainty  of  high  forceps 
and  the  difficulties  that  may  arise  in  applying  them  before 
the  fixation  of  the  head  by  its  largest  diameter.  The  patient 
fell  into  labour  in  the  country,  Nov.  8,  1907.  Several  hours 
later  delivery  by  forceps  was  attempted  although  the  head  was 
not  fixed.  After  prolonged  and  vifrorous  but  ineffectual  efforts  to 
deHver,  during  which  the  perineiun  was  torn  into  the  rectum,  the 
patient  was  brought  to  the  Rotunda  in  a  cab,  a  distance  of  over 
twenty  miles.  She  was  placed  on  the  couch,  and  delivered  herself, 
unaided,  of  a  7|  lb.  hving  child,  with  a  depressed  fracture  of  the 
right  parietal  bone,  due  to  the  forceps  blade.  This  was  raised  in  the 
following  manner : — The  pointed  end  of  one  blade  of  a  bullet 
forceps  was  sunk  through  the  bone  about  the  centre  of  the 
depression.  The  handle  was  then  raised  to  the  perpendicular 
and  the  bone  lifted  by  direct  traction. 

K.  S.  was  sent  to  us  with  a  diagnosis  of  incarceration  of  a 
retroverted  gravid  uterus.  This  diagnosis  was  confirmed  by 
us  and  by  one  of  our  consultants  who  kindly  saw  the  case.  The 
tumour  was  partially  pushed  out  of  the  pelvis  by  repeated  daily 
efforts,  but  this  did  not  reUeve  the  retention  of  urine.  The  fifth 
day  after  admission  the  patient  developed  a  febrile  temperature 
which  remamed  above  normal  for  five  days,  reaching  101.8°  F.  on 
one  occasion.     On  the  third  day  of  fever  abortion  was  induced 
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by  inserting  two  bougies.  Under  the  existing  circumstances 
this  was  deemed  safer  than  cocliotoniy.  A  three  and  a  half 
months'  fcetus  came  away  spontaneously,  but  the  placenta 
had  to  be  removed  with  the  finger  and  flushing  curette.  During 
the  removal  of  the  placenta  it  was  found  that  the  cavity  of  the 
uterus  ran  upward  and  forward,  and  that  the  tumour  filling  the 
pelvis  was  a  l^rge,  soft  fibroid  intimately  associated  with  the 
posterior  wall  of  the  uterus.  She  was  kept  in  the  house  until 
involution  was  complete.  During  this  time  she  occasionally 
exhibited  an  intermittent  temperature  without  apparent  uterine 
cause.  Four  weeks  after  emptying  the  uterus  supravaginal  hyster- 
ectomy was  performed.  There  were  several  myomata  in  the  uterus, 
the  large  one  on  the  posterior  wall  being  markedly  softened  and 
degenerated.     Convalescence  was  rapid  and  uninterrupted. 

A.  K.  well  illustrates  the  immediate  benefit  ensuing  on  the 
induction  of  premature  labour  for  pernicious  vomiting.  This 
is  the  first  case  we  have  had  where  induction  of  labour  was 
necessary,  all  others  having  recovered  under  the  recognised 
treatment  of  gastric  lavage,  purgation,  and  absolute  starvation, 
prohibiting  even  fluids,  including  water,  by  mouth,  giving  by 
the  bowel  what  fluid  is  necessary.  This  patient  seemed  in 
such  a  serious  condition  that  labour  was  induced  twenty-four 
hours  after  admission.  The  cervix  was  dilated  with  Frommer's 
dilators,  and  version  performed.  Labour  started  in  thirty-six 
hours,  and  lasted  four  hours.  The  foetus  weighed  6^  lbs.,  and 
was  found  to  be  macerated  when  turned.  Vomiting  ceased 
as  soon  as  version  was  done,  and  it  seems  more  than  likely 
that  this  was  to  be  attributed  to  the  loss  of  liquor  amnii.  In 
assigning  this  case  to  its  proper  class  it  may  be  mentioned  that 
the  patient  was  highly  neurasthenic.  She  was  in  good  health 
until  a  few  days  before  admission.  Vomiting  followed  excite- 
ment caused  by  a  lecture  from  a  fault-finding  sister-in-law. 

B.  N. —  In  this  case  we  applied  forceps  because  of  acute 
symptoms  due  to  heart  disease.  The  woman  was  admitted  with 
failure  of  compensation,  extreme  dysi3noea,  cyanosis,  and  begin- 
ning oedema  of  the  lungs.  Pulse,  150  ;  respirations,  52.  She 
was  treated  symptomatically  with  oxygen,  morphine,  whiskey, 
atropine,  strychnine  and  digitalin,  Neverlheless,  the  symptoms 
persisted.  Thirty-six  hours  after  admission,  labour  having 
started  and  the  os  being  three  quarter  dilated,  a  living  child 
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was  easily  extracted  with  forceps.  The  cervix  apparently  did 
not  tear,  but  examination  immediately  after  delivery  showed 
extensive  bilateral  tears,  which  were  repaired  with  catgut  and 
united  by  first  intention.  Urgent  symptoms  abated  soon  after 
delivery,  and  the  patient  went  out  on  the  eleventh  day  of  the 
puerperium  symptomatically  cured. 

We  induced  labour  for  contracted  pelvis  in  A.  MacE.  We 
hold  that  this  is  an  operation  seldom  justified  in  a  well-equipped 
hospital.  At  present  our  only  indication  is  in  the  event  of 
receiving  a  patient  up  from  the  country  many  weeks  before  full 
term.  Some  of  these  women  have  never  been  in  a  train  before, 
and  have  been  able  to  get  barely  enough  money  for  a  single 
ticket  to  Dublin.  Having  made  a  supreme  effort  to  coUect 
sufficient  money  and  nerve  to  trust  themselves  in  a  railway  train 
and  reach  a  city  known  to  them  only  by  tradition,  we  feel  it 
inhuman  to  send  them  back  undelivered  to  their  homes  in  the 
wilds  of  Galway  or  Mayo.  On  the  other  hand,  we  cannot  afiord 
to  keep  them  in  hospital  for  an  indefinite  number  of  weeks. 

Our  treatment  of  eclampsia  has  undergone  no  change,  and 
of  12  cases  treated  one  died. 

It  is  interesting  to  note  the  increased  number  of  cases  of 
eclampsia  that  have  been  treated  in  hospital  in  recent  years. 
From  1904  to  date  we  have  treated  52  cases  ;  to  this  may  be 
added  2  private  cases  ;  6  died,  a  mortality  of  11.11  per  cent. 
From  1896-1903,  inclusive,  26  cases  were  treated,  with  5  deaths, 
a  mortality  of  19.23  per  cent.  From  1889-1895  inclusive,  35 
cases  were  treated,  ^vith  11  deaths,  a  mortality  of  31.4:3  per 
cent. 

Up  to  this  year  we  have  counted  as  eclampsia  every  death 
in  which  fits  occurred.  This  year  we  have  excluded  one  case, 
obviously  ursemia  (see  Mortality  Report). 

Our  number  of  contracted  pelves,  as  usual,  appears  com- 
paratively smaU,  and  this  has  given  rise  to  the  impression 
that  the  condition  is  very  rare  in  Ireland;  but  it  must  be 
remembered  that  we  do  not  record  as  a  contracted  pelvis  any 
case  based  on  an  uncertain  diagnosis ;  in  other  words,  unless 
careful  measurement  with  Skiitsch's  pelvimeter  shows  a  true 
conjugate  not  more  than  9  cm.      We  do  not  believe  that  there 
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is  any  other  practicable  method  which  provides  certainty 
in  these  measurements.  It  is  a  troublesome  operation, 
necessitating  a  great  deal  of  vaginal  manipulation,  and  nearly 
always  a  general  anaesthetic  ;  therefore  we  do  not  feel  justified 
in  taking  measurements  unless  we  have  reason  to  beUeve 
that  the  head  mil  not  fix  in  the  brim  spontaneously.  Such 
a  case  is  rarely  met  with  in  a  pelvis  over  9  cm. 

We  would  protest  particularly  against  the  assumption 
of  accuracy  in  estimating  the  true  conjugate  from  the  diagonal 
conjugate.  To  the  many  known  liabilities  to  error  must 
be  added  one  which  we  hold  is  the  most  important,  though 
it  has  not  been  mentioned  before — namely,  the  stretching 
of  the  skin  (or  glove)  that  takes  place  when  the  fingers  are 
pushed  up  forcibly  towards  the  promonotory.  The  indentation 
made  beneath  the  pubes  is  on  stretched  out  skin  (or  glove), 
which  at  once  retracts  to  its  former  position  when  the  fingers 
are  withdra^vn.  From  direct  observation  we  have  shown  that 
the  error  caused  by  this  can  be  well  over  a  quarter  of  an  inch. 

Some  surprise  has  been  expressed  that  we  do  not  estimate 
post-partum  haemorrhage  by  the  amount  of  blood  lost.  We 
do  not  do  so  for  the  reason  that,  in  our  opinion,  it  is  impossible 
to  draw  useful  conclusions  from  such  data.  It  is  obvious  that 
the  loss  of  a  pint  of  blood  will  have  an  altogether  different 
importance  in  the  case  of  a  pale  and  delicate  woman  of  6 
or  7  stone  weight  than  in  that  of  a  plethoric  woman  of  double 
the  weight.  In  our  1905-06  Report  we  alluded  to  three 
deaths  from  what  we  called  labour  shock.  In  none  of  these 
was  there  anything  like  a  pint  of  blood  lost,  and  yet,  in 
criticism  of  our  diagnosis,  we  have  been  told  that  these 
women  died  of  post-fartum  haemorrhage.  Our  diagnosis  of 
post-partiim  hsemorrliage  is  based  on  the  extent  of  constitu 
tional  symptoms  resulting  from  free  bleeding.  There  were  35 
cases  during  the  year.  In  17  cases  the  pulse  rate  remained 
below  100  ;  in  3  it  rose  to  120 ;  in  10  it  varied  between  120 
and  140  ;  and  in  7  it  was  over  140.  Eighteen  cases  occurred 
before  the  expression  of  the  placenta  ;  in  14  of  these  the 
placenta  was  expressed  directly  from  the  uterus  ;  in  the  other 
4   the    placenta    was    adherent,  and    had    to    be    removed 
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manually.  Seventeen  cases  occurred  after  the  placenta  had 
been  expressed,  three  hours  being  the  longest  interval 
between  the  end  of  labour  and  the  occurrence  of  haemorrhage. 
There  were  2  cases  of  traumatic  haemorrhage — one  from  a 
tear  in  the  cervix,  the  other  from  a  tear  in  the  anterior 
vaginal  wall,  near  the  clitoris.  These  were  stitched.  Seven 
of  the  35  cases  followed  forceps  delivery.  The  treatment 
was  as  follows  : — ^Intrauterine  douche  followed  by  gauze  pack, 
3  cases  ;  intrauterine  douche,  9  cases  ;  vaginal  douche,  1  case  ; 
the  other  cases  were  checked  by  catheterization,  expression, 
massage,  and  manual  control  of  the  uterus  varying  from 
fifteen  minutes  to  an  hour.  All  patients  requiring  it  received 
free  stimulation  after  the  hajmorrhage  was  stopped.  Ergot 
and  ergotinin  were  also  used. 

Of  749  primipara  delivered,  330  required  perineal  repair. 
Failures  to  unite  primarily  amounted  to  slightly  under  5  per 
cent.  In  every  case  in  which  union  did  not  take  place, 
secondary  repair  on  the  tenth  day  proved  successful  Our 
primary  repair  is  carried  out  as  folloAvs  : — 

A  fully  curved  needle,  2  J  inches  from  eye  to  point,  is  threaded 
with  silk- worm  gut  and  held  in  a  long  needle  holder.  The  patient 
lies  on  her  left  side,  her  hips  well  out  to  the  edge  of  the  couch, 
the  right  leg  flexed  \\ith  the  right  foot  on  the  left  knee  and 
the  right  thigh  abducted.  The  operator's  left  hand  is  passed 
over  the  woman's  abdomen  and  between  her  legs.  The 
thumb  and  middle  finger  are  used  to  separate  the  edges  of 
the  tear,  enabling  the  operator  to  see  clearly  the  extent  of 
the  laceration ;  but  we  do  not  rely  on  sight  alone,  the 
index  finger  is  used  to  determine  the  extent  of  the  injury 
to  one  or  both  levator  muscles,  and  is  then  inserted  to  the 
apex  of  the  tear  beneath  the  vaginal  mucous  membrane. 
The  stitch  nearest  the  anus  is  inserted  first.  Inserted  on  the 
skin  surface  it  is  passed  along  the  under  side  of  the  tear  (taking 
a  deep  bite  of  the  tissues),  then  deep  to  the  vaginal  mucous 
membrane,  and  beneath  the  index  finger  in  the  apex  of  the 
tear ;  then  along  the  u"|)ppr  side  of  the  tear,  again  taking  a 
deep  bite  of  the  tissues,  to  the  skin  surface  opposite  the  starting 
point ;    the  stitch  is  buried  from  start  to  finish.     The  sub- 
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sequent  stitches  are  similarly  placed,  but  may  emerge  on  to 
the  vaginal  mucous  membrane.  When  the  torn  muscles 
are  brought  together  and  united  in  the  median  raphe  they 
functionate  as  perfectly  as  if  they  had  never  been  torn. 


Maternal  Mortality. 

1.  C cesarean  Section. — A.  F.,  aged  thirty-sLx  years,  -i-para, 
1  abortion,  1  premature,  1  forceps  ;  admitted  Dec.  22  ;  operated 
Dec.  23,  1907.  Operated  upon  before  the  onset  of  labour.  Pla- 
centa firmly  adherent,  and  removed  with  difficulty.  Uterus  did  not 
retract  and  thicken,  and  during  operation  patient  collapsed. 
Revived  by  artificial  respiration  and  stimulation.  Operation 
finished.     Died  three  hours  later. 

2.  Pycemia. — A.  O'B.,  aged  twenty-five  years,  1-para  ;  admitted 
Jan.  26,  1908 ;  delivered  Jan.  26,  1908.  Vaginal  discharge  with 
scalding  of  vulva  and  groins.  One  vaginal  examination.  Tem- 
perature irregular,  intermittent  and  remittent  from  1st  day. 
Four  intrauterine  douches,  3rd,  5th,  15th,  and  16th  evexiings, 
antistreptococcic  seriun  (Polr^'alent),  10  cc.  on  5th,  2-4th,  25th, 
and  26th  days.  Credo's  ointment  on  7th  day.  Blood  cultures 
showed  streptococci  on  the  23rd  day.  Leucocytes  40,000.  Smears 
from  lochia  showed  staphylococci,  streptococci  and  bacilli  on  the 
3rd  day.  Abscess  on  right  side  of  vaginal  fornix  opened  and 
dramed  on  27th  day.     Patient  died  on  45th  day. 

3.  Eclampsia. — S.  A.  H.,  aged  thirty-two  years,  1-para. 
admitted  Jan.  29,  1908  ;  delivered  Jan.  31,  1908.  History  of 
six  or  seven  fits  before  admission.  Had  seven  fits  between 
admission  at  6.25  p.m.  and  7  30  a.m.  of  Jan.  30.  Bled  12  oz.,  and 
transfused  li  pints  at  10  a.m.,  Jan.  30.  Became  conscious  in 
afternoon,  and  took  \A'ater  freely  by  mouth.  Improvement 
continued  during  next  day,  when  labour  started,  and  she  delivered 
herself  at  10.30  p.m.,  Jan.  31.  For  some  hours  previous  to 
delivery  patient  began  to  show  signs  of  cu'culatory  and  respiratory 
failure,  which  continued  after  delivery,  becoming  progressively 
worse  in  spite  of  free  stimulation.  Patient  died  4  a.m.,  Feb.  1, 
1908,  \\\  hours  after  the  last  convulsion.  Treatment  consisted 
in  washing  out  the  stomach  and  bowel,  morphia,  purgation, 
bleeding,    transfusion   and   stimulation.     Bowels   moved   freely 

T.  Q 
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several  times  after  purgation.  Patient  had  been  married  eiglit 
years,  and  was  never  pregnant  until  a  posterior  division  of 
the  cervix  was  performed. 

4r.  Pnerpeml  Insanity, — W.  C,  aged  tliirty-two  years,  1-para  ; 
admitted  Feb.  8;  delivered  Feb.  9.  Normal  delivery.  Developed 
puerperal  insanity  on  5th  day,  and  was  violent  for  about  a  week. 
Developed  d^dema  and  marked  albummuria  on  18th  day. 
Phvsical  examination  revealed  aortic  stenosis  and  mitral  re- 
gurgitation.    Died  on  l26th  day. 

5.  Urannia — Chronie  Heart  and  Kidney  Disease. — (J.  C,  aged 
forty  years,  13-para.  (Edema  of  legs  and  marked  dyspna?a. 
Large  amount  of  albiunen  in  urine.  Loud  systolic  murmur 
at  apex.  Patient  had  three  fits  on  the  -ith,  7th  and  8th  of  .Tune 
respectively.  On  5th  June  attempts  were  made  to  induce  labour 
by  inserting  bougies  after  a  hot  vaginal  douche.  Repeated  three 
times,  and  finally  removed  June  8th.  Labour  started  twelve 
hours  later,  and  a  six  and  a  half  months — 3  lb. — dead  child 
naturally  delivered.  Condition  improved  for  some  days,  Init 
on  the  18th  June,  nine  days  after  delivery,  patient  developed 
extreme  dyspnoea,  and  died  in  two  hours. 

6.  General  Peritonitis. — M.  (\,  aged  thirty-one  years,  1-para  ; 
admitted  June  Uth;  delivered  June  15th,  1908.  Child 
premature,  sL\  and  a  half  months.  Normal  delivery.  One 
vaginal  examination  before  admission.  Placeiita  incomplete. 
For  sixteen  days  her  temperature  varied  between  i\ormal 
and  101°  F.,  usually  about  100°  F.  Intrauterine  douches  on 
4th,  8th.  11th,  and  15th  days.  Smears  from  lochia  showed 
diplococci  and  staphylococci.  Suddenly  developed  acute  general 
peritonitis  on  16th  evening,  and  died  within  a  few  hours. 

7.  General  Peritonitis. — K.  McH.,  aged  thirty-three  years, 
3-para ;  admitted  August  7th.  Incomplete  abortion,  foetid, 
completed  with  curette.  Second  and  third  evening  intrauterine 
douche.  Temperature  between  102.4°  and  103°  F.  Third  evenuig 
vaginal  examination  revealed  hard  mass  in  left  fornix.  At  7  a.m. 
next  morning  developed  sudden  pain  and  signs  and  symptoms  of 
general  peritonitis.  Posterior  colpotOmy  and  drainage  but 
patient  died  at  3  p.m.  same  day.     No  post  mortem. 

Prolapse  of  the  cord  occurred  12  times.  Three  children 
were   liorn   alive — 2  presenting  by  the  breech   and  one  l)y 
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the  vertex,  no  interference  being  necessary.  Of  the  ^0 
children  born  dead,  the  cord  was  pulseless  when  discovered 
in  5  cases.  In  2  cases  the  cord  stopped  pulsating  just  before 
the  a])pIication  of  forceps.  Of  the  other  2  cases  one  was  a 
transverse  presentation,  admitted  with  the  hand  and  cord 
{pulsating  feebly)  appearing  at  the  vulva,  the  os  Iteing  three- 
quarter  dilated.  Internal  version  and  extraction  failed  to 
deliver  a  living  child.  The  other  case  was  one  of  contracted 
pelvis  in  which  the  membranes  ruptured  12  hours  before 
admission,  the  cord  and  hand  prolapsing.  Internal  version 
and  extraction  were  extremely  difficult,  and  the  child  was 
born  dead. 

We  had  29  cases  of  twins — l)Oth  boys  9  times,  both 
girls  7  times,  and  one  of  each  13  times.  The  triplets  were 
all  boys. 

Cases  Mkmioned  Above. 

Ruptured  Uterus.— K.  T.,  aged  twenty-eight  years,  3-para. 
Previous  labours  iiormal.  Admitted  April  15th  in  normal  labour, 
vertex  presentation  to  palpation  and  vaginal  examination. 
•6  a.m. — pulse  and  temperature  normal ;  pains  regular  and 
strong;  head  visible  at  vulva,  but  not  advancing.  Manual 
pressure  during  paias  had  been  tried  ;  then  tight  binder  applied 
and  patient  allowed  up.  No  pains.  Put  to  bed.  Contour  of 
abdomen  markedly  changed,  and  foetal  parts  felt  immediately 
under  abdominal  Avails.  Pulse  rose  to  120,  but  patient  never 
showed  any  signs  of  shock.  Child  and  placenta  maimally 
delivered  from  abdominal  cavity.  Rent  involved  vaginal  vault 
and  lower  uterine  segment;  packed  with  gauze,  which  was 
gradually  removed,  the  last  being  taken  out  on  the  fifth  day. 
TTninterrupted  recovery.     Child  dead.     Caput  for  first  vertex. 

Ruptured  Uterus.— E.  F.,  aged  thirty-seven  years,  10-para, 
a  normal  labours,  1  difficult  breech,  3  abortions.  Uterus 
ruptured  ten  hours  before  admission,  after  three  hours  of  normal 
labour.  Patient  markedly  collapsed  on  admission.  \'aginal 
examination  revealed  an  occipito-posterior  presentation. 
Forceps  applied  and  head  delivered.  Impacted  shoulders  freed 
bv  briniiing  down  the  arms.  Placenta  removed  from  amoiv.: 
intestines.     Large  rent  in  anterior  and  lateral  fornices  mvolving 
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vaginal  vault  and  lower  uterine  segment.  Packed  with  iodoform 
gauze.  Extreme  collapse  requiring  vigorous  stimulation.  Last 
of  gauze  removed  on  fourth  day.     Uninterrupted  recovery. 

Forceps. — A.  C".,  aged  twenty-seven  years.  1-para  ;  admitted  Nov. 
9,  1907  ;  delivered  Nov.  9,  1907.  Driven  in  a  cab  twenty  miles  to 
Rotunda  after  forceps  had  been  uusuccessfidly  applied.  Admitted 
with  complete  tear.  Delivered  herself  easily  one  and  a  half 
hours  after  admission.  Baby  had  a  depressed  fracture  of  right 
parietal  bone  due  to  forceps.  This  was  raised  with  one  blade 
of  bullet  forceps.  Baby  lived  twenty-four  hours.  Primary 
perineal  repair  failed,  but  secondary  operation  successful. 

Myoma  and  Pregnancy. — K.  S.,  aged  thirty-eight  years,  I-para; 
admitted  July  15,  1908,  with  diagnosis  of  incarceration  of 
retroverted  gravid  uterus.  Retention  of  urine ;  large  cystic  mass 
in  posterior  fornix;  cervix  up  behind  symphysis.  Attempts 
to  shove  tumour  out  of  pelvis  Avere  partially  successful,  but 
retention  of  urine  persisted.  Developed  fever  four  days  after 
admission.  Three  days  later  abortion  induced  by  dilatation  with 
Frommer's  dilators  and  insertion  of  two  bougies.  Twenty-four 
hours  later  foetus  came  away,  but  not  the  placenta,  which  was  re- 
moved manually.  It  was  then  found  that  the  uterine  cavity  ran 
upwards  and  forwards  towards  the  umbilicus,  aiid  was  very  much 
stretched  out.  The  pelvis  was  tilled  with  soft  tumour,  continuous 
with  posterior  uterine  wall  and  encroaching  on  the  cavity  of  the 
uterus.  There  were  two  other  fibroids  on  the  posterior  wall 
near  the  fundus.  On  two  occasions  had  an  irregular  temperature 
for  a  few  days.  No  demonstrable  cause  for  fever  found 
in  uterus,  but  patient  had  a  mild  attack  of  cystitis.  Supra- 
vaginal hysterectomy  four  weeks  after  delivery.  Uninterrupted 
recovery. 

Pernicious  Vomiting. — A.  R..  aged  forty-two  years.  12-para; 
six  and  a  half  months  pregnant ;  admitted  Sept.  28 ;  delivered 
Sept.  30.  Admitted  with  history  of  two  days  vomiting  follo\\dng 
a  fright.  Pulse  140,  temperature  99°  F.  Incessant  vomiting 
in  spite  of  treatment  outlined  above.  Pulse  remained  above 
120.  Patient  looked  extremely  ill.  The  day  aftei-  admission 
labour  was  induced  by  dilatation  of  the  cervix  with  Frommer's 
dilators,  followed  by  l)ij)olar  version.  Child  macerated. 
Vomiting   ceased,  and   patient   began   to  improve  immediately, 
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although    delivery    did    not    take    place    until    thirty-six   hours 
later.     Ujiiiiterrupted  recovery. 

Chronic  Endocarditis :  Failure  of  Compensation. — B.  N., 
aged  twenty-eight  years,  1-para.  Admitted  with  dyspnaa, 
cyanosis,  rapid,  irregular  pulse  and  rales  (fine  moist)  at  both  bases. 
Received  symptomatic  treatment — whiskey,  strychnine,  atropine, 
digitalin,  mor])hine.  oxygen  and  purgative.  Patient  fell  in 
labour,  and  symptoms  became  more  pronounced.  Forceps 
applied  when  the  os  was  three-quarter  open,  and  child  easily 
extracted.  Cervix  and  perineum  both  torn.  Primary  repair 
with  good  union.  Baby  alive.  Compensation  was  restored,  and 
patient  went  out  apparently  in  good  health  on  June  4,  1908. 
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Tablk    No.    111.  —  Extern    Morttditt/. 
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Taijlk   No.   v. — Accidental  Hwinorf/iaf/e. 


Name 
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Tablk   No.   VIII. —  Forcejis. 


Inilication 


Delay  iu  the  second  stage 


Eclampsia 
Prolapse  of  cord 

Contracted  pelvis 
Heart  disease 
Ruptured  uterus 
Total 


No. 


Dead 
Children 


75 


6       j   Oue    face   presentation ;    two 

I       brow     presentations  ;      two 

persistent  occipito-posterior 

[       presentations  ;      one     child 

1       macerated. 


0 
2 

1 

0 

1 

10 


In  both  cases  cord  stopped 
pulsating  before  forceps 
applied. 

See  Table  No.  VII. 

Os  three-quarter  open. 

See  Report. 


SuB-TABLK  A. — Shoioing  No.  of  Prei/nancif. 


I. -para 

1 1. -par a 
Ill.-para 
IV. -para 

V.-para  and  over 


Total 


65 

12 

0 

1 

3 

81 


Scu-TABLK  H. — ^fiou-inq  Ages  of  Patieuh. 


17-25       - 
26-30       • 
31-35       - 
36  and  over      - 

26 
.33 
15 

7 

Total 

81 

I 
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Table  No.  X.  A.— Morbidity . 


Kritish    Medical 
Association 
Estimution 


'z,  :  a 


S 


['otal  Cases 
'ases  Morbid 
'ercentage 


146 

7 

4.79 


1521139 

I 
8.      5 

5.263.60 


136     174 

7;'       10 

5.15   .5.75 


195    1901  211 


15 
7.69 


9'      13 
4.74    6.16 


172 

12 
6.98 


189:  163:    153  2020 


9 
4.76 


7,        5     107 
4.29'  3.27   5.30 


Total  number         -    107 
Total  percentage     -  5.30 


' 

Ta 

BLE 

No 

.   X.  B. 

Rotunda  Estimation 

> 

c 

0 

Q 

c 

CO 

.0 

March 
April 
May 
Juno 

>-5 

bo 

< 

g-  1  i 

1 

'otH,l  Cases 

151  156' 142    140 

178  197  193 

215 

I73J193  165 

157 

2060 

ases  Morbid 

6      6      5       7 

7      8       6- 

7 

5      7      7 

1 
4     75 

ercentage 

1 

3.97  3.85  3.52  5.00 

1 

3.93  4.06  3.11 

J.26 

2.89  3.63  4.24  2.55' 3.64 

Total  number           -     7,5 
Total  percentage       -  3.64 

Table  No.  X.  C. 


Both  Estimations 

> 

0 

Dec. 
Jan. 

Feb. 

March 

April 

May 
June 

>> 

■-3 

i 
< 

0. 

Oct. 
Total 

Jtal  Cases 
ses  Morbid 
rcentage 

I 
146  152 

5      5 

3.42  3.29 

139 
4 

2.88 

136 

4 

2.94 

174 

5 

2.87 

195 

5 

2.56 

190 

6 

3.16 

211  172  189 

5      4      5 

2.37  2.33  2.65 

163 

5 

3.07 

1 
153  2020 

2     55 

1.31  2.74 

Total  number          -     55 
Total  percentage     -  2.74 
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Table  No.  X.  D. —  Comparison  of  Morbidities. 
I'RnrrPAUA. 


British  Medical 
Association 
Estimation 


^  :  ^ 


Total  Cases  -  J 6  -^'i  ")'2|  45 
Cases  Morbid  .'i;  2:  4!  -I 
Percentage    -     (5  o'i    ;J.So    7.<;9;s.88 


oS;    78 

2       7 

H  45  8.97 


84 

5 

5.95 


73    63 
4 

6.85  6.35 


75    61 

6      3 

1.004.92 


62 

2 

3.23 


749' 

47 
6.2- 


Total  cases 
Percentage 


47 

6.28 


MULTIPAKA. 


Total  Cases    - 

100 

100 

87 

91 

116 

117 

106 

138 

109 

114 

102 

91 

Cases  Morbid  - 

4 

6 

1 

3 

8 

8 

4 

8 

8 

3 

4 

3 

Percentage    - 

4.00 

6.00 

1.15 

3.30 

6.90 

6.84 

3.77 

5.80 

7.34 

2.63 

3.92 

2.20 

187 
« 

4.7 


Total  cases  morbid 
Total  percentage 


60 
4.72 


Table  No.  XI. — Causes  of  Morbidity  other  than  Uterine. 

Bronchitis 

Constipation     ... 

Cracked  nipples 

Eclampsia 

Haemorrhoids   ... 

Heart  disease  and  uraemia 

Influenza 

Pneumonia 

Puerperal  ulcer 

Pulmonary  tuherculosis 

Pustular  eruption  on  vulva 

Septic  sore  on  chin 

Septic  sore  on  thumb 

Suppurating  sinu-j  following  nephrectomy   . 

Tonsillitis 

Tuberculosis  ol  elbow 

Ulcei-,  infected,  of  log     ... 


Total 


32 
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Taulk  No.  \\  I. —Operative  Ccc^es,  shoa-ing  Morbhiit,,. 
Forceps  (both,  7  ;  English,  7;  Rotunda,  I)        - 

Incomplete  abortion  (both,  1)  1-J 

Induction  of  abortion  (both,  1)  . 
induction  of  labour  (both,  1)      - 

Manual  removal  adhcent  Placenta  (botli,  1  ;  English,  ])  J 

Placenta  Praevia.     \'ersi(m  (both,  2)        -  -  '.  o 

Ruptured  Uterus  (English,  1)      -'  .  .  '       " 


Total,     23 


Of  these  cases  twelve  forceps  cases  associated  with  lacerated  periueu.ns- 

TirT  ''""f ''  "''^  '^''''''''  1^^^-'--"  ;  °-  forceps  case  a  so-' 
.mted  with  manual  removal  of  adherent  placenta  not  separafelv  1  Id 


Table  No.  XII.  A.-P.rce//^«r/e  Operative   Morbidity,  B.  M.  a. 

Estimation. 
Forceps        .... 

Manual  removals     ..."     2220^'''''°*' 
Version  for  placenta  prania  .  .  \     k"oO  pir  clnt 


I  ABLE  No.  ^lll. —Lacerated  Pcrinennis  shon-imj  Morbidifi/. 

B.M.A.  estimation  alone  .  . 

Rotunda  '  '  "     ■'" 

Both  estimations 

.     10 

Total.     L'9 

Of  these  cases  twelve  were  associated  with  forceps  ;  one  was  a^sociat^l 
with  eclampsia.  '--•-laitcu 


«  T^/°II°'''"'^  ^''''^''  ^'^  ^^^^^'  o"   tbose  oases  uiorhid   hy 
B.  M.  A.  Estimation  :—  ^ 

Tajjlk  No.  Xl\.—  D>m>iion  of  stay  in  House  of  Morbid  Case,-. 
Under  10  days  .  46,  including  2  deaths. 

1U-I9  days  .  .j(),  including  :{  deaths. 

20-29  day.s  .  6,  including  ]   death 

30-39  days  .  ;} 

40-49  days  .  o   including  1  death. 

107 
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Table  No.  X\.—Diiratio7i  of  Temperatvre. 
Under  10  days  -  86,  including  4  deaths. 

10-19  days  -  15,  including  1  death. 

20-29  days  -  '^ 

30-39  days  -  1 

40-49  days  -  1'  including  1  death. 

106 

One  death.  Ca-sarean  Section,  unaccompanied  by  temperature. 

Taule  No.   HW.— Highest  Tempevature  Recorded. 

100.9°           -  31,  including  1  death. 

IQ]  90           .  37,  including  2  deaths. 

102.9°           -  21,  including  1  death. 

103.9°           -  12,  including  1  death. 

104  90           .  5,  including  1  death. 


100" 
101° 
102° 
103° 
104° 


100 


Of  tlie  2,C60  cases  delivered,  126  showed  a  temperature  over 
100.4°  F.,  but  20  of  these  occurred  on  the  first  day,  and  did 
not  come' under  the  morbidity  rule  of  the  B.  M.  A. 

Table  No.  y^Wll.—Trecament  of  Morbid  Cases. 
Xo  treatment      -  -  -         4- 

Vaginal  douclie  only       -  -         ^^ 

Uterine  douche  -  -  -         51 

Quuune  only       -  -  '  ^ 

107 

In  0  cases  quinine  was  given  in  conjunction  with  other 

treatment. 

Antistreptococcic  serum  was  used  in  4  cases,  including  one 

case  that  died. 

Taiu.i:   No.   XVII.  K.—  Uttrinc    Douches. 
20  cases  received  1  douche. 
13  cases  received  2  douches. 
10  cases  received  3  douches. 

4  cases  received  4  douches. 

3  cases  received  6  douches. 

1  case    received  7  douches. 

51 
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Tablk  No 

XVIII. 

— Maternal  Mortality. 

Name 
and  Asre 

Admitted 

Delivered 

Died 

Cause  of  Death 

Remabkb 

1907 

19U7 

1907 

A.  F.. 

Dec.    22 

Dec.    2;3 

Dec.    23 

Shock 

Caesarean  section,  ad- 

36 yrs. 

herent  placenta 

1908 

1908 

1908 

A.O'B., 

Jan.    20 

Jan.    26 

Mar.   10 

f'yjEmia 

Vaginal        discharge, 

25  yrs. 

with  scalding  of 
vulva  and  groins  on 
admission 

S.  A.  A.. 

Jan.    29 

Jan.    31 

Feb.      1 

Eclampsia 

H2  yr:^. 

W.  C, 

Feb.      8 

i''eb.      9 

Mar.     5 

Puerperal 

Aortic    stenosis,    mi- 

22 yrs. 

insanity 

tral  regurgitation 

C.  C, 

June     1 

June     9 

June  18 

Ura3mia.  clir. 

Induction  of  labour 

40  yrs. 

nephritis  and 
endocarditis 

M.  C, 

June  14 

June  15 

July      1 

General  peri- 

Developed    suddenly 

31  yrs. 

tonitis 

on  16th  day  of  puer- 
periura 

K.M-A.. 

Aug.      7 

Aug.     8 

Aug.   11 

General  peri- 

Incomp. abortion 

33  yrs. 

tonitis 

GYNAECOLOGICAL  REPORT. 


During  the  past  year  489  patients  were  admitted  to  the 
Gynaecological  Wing  of  the  hospital,  this  being  about  the 
same  as  in  the  previous  year.  The  vast  majority  of  these  were 
admitted  for  operation,  as  those  patients  on  whom  palliative 
measures  can  be  adopted  are  treated  in  the  Out-patient 
Department.  The  lack  of  accommodation  is  a  serious  difficulty, 
and  precludes  us  from  admitting  a  great  number  of  deserving 
patients.  As  in  our  former  Report,  we  describe  operations 
under  the  different  heads,  and  many  of  these  which  occur  in 
separate  tables  are  operations  performed  on  the  same  woman. 
There  has  been  a  gratifying  increase  in  the  number  of  major 
operations  performed,  and  there  is  every  indication  of  still 
greater  activity.  This  increase  cannot  be  viewed  without  a 
certain  degree  of  anxiety,  on  account  of  the  extra  expense 
involved.  Our  present  Gynaecological  Wing  is  worked  on 
uniquely  economical  principles,  and  with  the  aid  of  only  two 
fully  qualified  nurses  for  day  work.  The  sister  is  not  only 
required  to  help  at  all  operations,  to  assist  at  all  dressings, 
and  to  look  after  the  welfare  of  the  patients,  but  is  absolutely 

T.  '  R 
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responsible  for  the  sterilisation  of  all  operating  material 
and  management  of  the  theatre.  It  can  easily  be  understood 
that  work  is  carried  out  by  this  small  stafE  at  high  pressure. 

Six  patients  died.  In  one  of  these  no  operation  was  per- 
formed. {Vide  Mortality  Table,  Case  4.)  Of  the  other 
five,  A.  G.  was  admitted  to  the  hospital  in  a  very  enfeebled 
condition.  Tubercular  peritonitis  was  diagnosed ;  the 
abdomen  was  opened.  The  patient  seemed  relieved  for  a 
few  hours,  but  death  ensued  the  following  day ;  this,  we  need 
hardly  say,  had  no  connection  whatever  with  the  operation. 
{Vide  Table  \1I.,  Case  5.)  Our  only  fatality  after  Wertheim's 
operation  was  due  to  the  breaking  away  of  a  severed  ureter 
from  its  attachment  to  the  bladder.  {Vide  Table  II.  B,  Case 
14.)  A  case  to  which  particular  attention  should  be  dra^vn 
is  one  in  which  cancer  was  found  in  the  pedicle  of  an  ovarian 
cyst  which  had  been  operated  on  six  months  previously. 
The  special  interest  in  the  case  lies  in  the  fact  that  the  tumour, 
which  was  removed  in  the  former  operation,  when  examined 
was  found  to  be  a  simple  papillary  cyst.  {Vide  Table  VI., 
Case  3.)  The  fifth  fatal  case  was  one  in  which  a  very  adherent 
retro-peritoneal  lipo-sarcoma  had  been  removed  two  and  a 
half  years  previously.  When  the  abdomen  was  opened  the 
second  time,  several  large  tumours  were  in  evidence,  extending 
as  far  as  the  under  surface  of  the  liver,  and  involving  that 
organ  ;  it  was  found  impossible  to  remove  the  entire  tumour, 
and  even  at  the  autopsy  the  liver  had  to  be  extirpated  before 
the  entire  mass  could  be  removed.  The  portion  which  was 
left  subsequently  sloughed,  and  death  ensued  from  sepsis 
ten  days  later.  {Vide  Table  VII.,  Case  10.)  The  last  fatal 
case  was  of  a  patient  who  was  admitted  in  a  dying  state  and 
in  great  distress  from  an  abdomen  distended  with  ascitic 
fluid,  the  result  of  alcoholic  cirrhosis.  Paracentesis  had 
frequently  been  performed,  and  this  at  shorter  and  shorter 
intervals.  The  abdomen  was  at  last  opened  in  the  hope  that 
the  fixing  of  the  omentum  to  the  under  surface  of  the  liver 
and  parietal  peritoneum  might  to  some  extent  alleviate 
symptoms.    {Vide  Table  VII.,  Case  l.'i.) 

The  increase  in  the  number  of  operations  for  cancer  of  the 
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uterus  calls  for  some  comment.  Our  view  totally  differs  from 
that  usually  expressed.  We  hold  that  the  operation  is  not 
contraindicated  in  many  cases,  though  they  offer  no  prospect 
of  a  permanent  cure.  The  prospect  of  a  permanent  cure  in 
any  case  of  cancer  of  the  uterus  must  remain  for  a  long 
time  a  matter  of  great  uncertainty.  The  operator  who  can 
number  many  non-recurrences  after  an  interval  of  four 
or  five  years  must  be  considered  strangely  fortunate  in 
obtaining  early  cases.  On  the  other  hand,  experience 
has  impressed  us  with  the  great  relief  obtained  by  opera- 
tion in  cases  absolutely  hopeless  in  respect  to  non-recurrence. 
We  do  not  suggest  to  either  the  patient  or  her  friends  that 
we  can  hold  out  the  least  prospect  of  a  non-recurrence 
of  the  disease.  Our  desire  is  rather  to  relieve  distressing 
symptoms,  to  cause  freedom,  and,  perhaps,  permanent  relief 
from  foetid  and  ill-smelling  discharges.  It  is  a  well-known 
fact  that  cancers  not  exposed  to  septic  influences  are  seldom 
painful,  and  a  patient  may  die  with  freedom  from  pain  from 
the  most  extensive  cancers  of  the  liver  or  other  internal 
organ.  For  this  reason  we  would  not  hesitate  to  remove  a 
painful  or  necrotic  area,  even  though  secondary  deposits  were 
known  to  be  present  in  the  liver.  It  has  been  urged  against 
this  view  that  discredit  has  been  thrown  on  operative  work 
when  relief  is  not  permanent  and  cancer  soon  recurs.  For 
our  own  part  we  can  only  say  that  we  have  not  observed  this, 
but,  on  the  contrary,  have  found  unfailing  gratitude  on  the 
part  of  the  patient  for  renewed  hope  and  relief  given ;  and 
the  same  holds  good  in  respect  to  the  friends.  Would  any 
surgeon  hesitate  to  amputate  a  leg  for  sarcoma,  even  though 
recurrence  be  bound  to  follow  ?  and  why,  therefore,  should 
the  rule  that  holds  good  in  general  surgery  not  also  be  the 
same  for  the  gynaecologist  ?  As  to  the  steps  of  the  operation, 
we  endeavour  to  follow  Wertheim  in  every  case,  though, 
obviously,  modifications  are  frequently  necessary.  We  remove 
enlarged  glands,  but  do  not  prolong  the  operation  untieces- 
sarily  in  the  search  for  them.  The  main  object  is  to  remove 
as  much  vagina  and  parametrium  as  possible. 

Case  14,  Table  II.  A,  Cases  1  and  2,  Table  VI.,  illustrate  in 
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a  most  marked  manner  the  ever  present  difficulties  in  diagnosis 
which  beset  the  abdominal  surgeon.  In  the  case  of  B.  C.  the 
abdomen  was  opened  for  the  removal  of  a  myoma,  and  all 
present  were  startled  to  discover  that  the  uterus  closely 
resembled  that  of  pregnancy.  Not  mthout  the  greatest 
hesitation  was  it  decided  to  make  a  small  exploratory  incision, 
and  thus  decide  the  matter.  An  interstitial  myoma, 
fortunately,  came  into  view.  Had  the  case  turned  out  to 
be  a  pregnancy,  the  wound  could  hardly,  with  safety,  have 
been  closed  without  first  empt}^ng  the  uterus. 

In  the  case  of  M.  D.  an  interstitial  myoma  was  diagnosed 
by  bimanual  examination,  though  doubt  existed  as  to  whether 
the  case  was  one  of  pregnancy,  and  this  doubt  received  ex- 
pression in  the  written  diagnosis  ;  through  a  most  lamentable 
oversight  the  suspicion  of  pregnancy  was  forgotten,  and 
laparotomy  was  performed,  to  find  once  again  a  uterus  present- 
ing all  the  characters  of  pregnancy.  The  abdomen  was  closed 
without  further  manipulations.  The  woman  made  an  un- 
interrupted recovery,  and  departed  without  aborting.  Shortly 
after  this,  M.  M.  was  admitted  to  the  hospital,  and  interstitial 
myoma  was  diagnosed.  Here  again,  when  the  abdomen  was 
opened,  the  uterus  presented  so  much  the  appearance  of 
pregnancy  that  it  was  decided  not  to  continue  the  operation. 
At  the  expiration  of  a  month  it  became  obvious  that  the  case 
was  not  one  of  pregnancy,  and  a  fibroid  uterus  was  successfully 
removed  per  vaginam.  These  three  similar  and  puzzling  cases 
all  occurred  within  the  space  of  four  weeks,  and  are  the  first 
and  only  cases  in  which  we  have  experienced  this  difficulty 
in  diagnosis. 

Operations  for  the  cure  of  backward  displacements  of  the 
uterus  were  performed  sixty  times.  Of  those  Kelly's  operation 
of  ventro-suspension  was  the  method  adopted  on  forty 
occasions ;  ten  of  these  patients  were  sterile,  and  it  was 
interesting  to  note,  especially  in  these  cases,  the  fact  that  the 
tubes  were  occluded ;  this  alone  seems  to  be  a  great  point  in 
favour  of  the  operation,  for  this  fact  can  certainly  not  be 
diagnosed  by  even  the  most  experienced  gynecologist. 
Vaginal  fixation  was  performed  fifteen  times,  and  Alexander- 
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Adams'  operation  five — the  former  usually  in  patients  who  had 
symptoms  of  retroversion,  and  who  required  other  plastic 
vaginal  work  ;  the  latter,  for  what  we  considered  to  be  a 
simple  retroverted  uterus. 

The  technique  is  still  the  same  as  that  which  we  described 
in  our  former  reports,  and  it  continues  to  be  satisfactory. 

Notes  on  Some  of  the  Cases. 

perin.^um  and  vagina. 
Complete  perinaeorrhaphy  was  performed  once  according  to 
the  method  of  Lawson  Tait.  Incomplete  perinaeorrhaphy  was 
performed  sixty- two  times  by  Lawson  Tait's  method ;  colpo- 
perinaeorrhaphy  eleven  times — nine  by  the  method  of  Hegar, 
and  twice  b}''  that  of  Martin.  The  case  of  cicatrix  of  the 
vagina  was  treated  by  forcible  dilatation  and  plugging  with 
iodoform  gauze.  There  was  one  case  of  vaginal  cyst,  which 
was  excised ;  four  fistulae  were  operated  on — one  vesico- 
cervical and  three  vesico-vaginal  fistulae.  Anterior  colpor- 
rhaphy  was  performed  on  fourteen  occasions — eight  of  these 
being  associated  with  the  operation  for  vaginal  fixation,  and 
six  for  that  of  prolapsus  uteri.  Fifteen  cases  necessitated 
anterior  colpotomy — fourteen  of  these  boing  associated  with 
the  operation  for  vaginal  fixation.  Posterioi  colpotomy  was 
undertaken  six  times— four  for  small  ovarian  cyst,  one  for 
pyosalpinx,  and  one  in  connection  with  the  operation  for 
vaginal  fixation. 

CERVIX. 

A  modification  of  Dudley's  posterior  division  was  undertaken 
on  eighteen  occasions,  and  was  associated  with  curettage  for 
sterility  or  dysmenorrhoea. 

UTERUS. 

Abdominal  Hysterectomies. 

Case  .'^,  Table  II.  A. — L.  B.  Interstitial  and  sub-serous  myo- 
mata  first  removed.  Excessive  lurmonhago  m;\de  liystoi-cctomy 
necessary. 
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Case  4,  Table  II.  A — K.  R.  Large  right  intra-ligamentous 
sub-serous  mvoraa.  A  large  amount  of  lipemorrhage  from 
adhesions. 

Case  6,  Table  II.  A — C.  R.  Uterus  riddled  with  myomata. 
Hysterectomy  by  Doyeu's  method. 

Case  8,  Table  II.  A — H.  0.  Haematosalpiux  at  outer  end  of 
right  tube — pus  at  inner  end  ;  below  this  tube  was  an  intra-liga- 
mentous cyst  the  size  of  an  orange.  Firm  adhesions  on  this  side, 
with  an  extra-tubal  abscess  in  the  pouch  of  Douglas.  Other  side 
sound.     Gauze  drain.     Complete  hysterectomy. 

Case  10,  Table  II.  A. — A.  Q.  Uterus  much  elongated.  Sub- 
serous myoma  so  intimately  connected  with  the  cervix  that  com- 
plete hysterectomy  had  to  be  performed.     Both  ovaries  left 

Case  15,  Table  II.  A. — M.  K.  Complained  of  dysuria  ;  at  times 
had  complete  retention.  A  large  cystic  fibroid,  freely  movable 
in  Douglas'  pouch.  Supravaginal  hysterectomy  was  performed, 
owing  to  injury  to  uterus  in  removal  of  the  myoma. 

Case  16,  Table  11.  A. — II.  H.  Multiple  myomata.  ILnpmorrhage 
too  great  to  allow  myomectomy. 

Abdominal  Hysterectomies — Malignant  Disease. 
^asc  3,  Table  II.  B.— E.  D.     Epitheliom.i  of  cervix.     Uterus 
vftrv  adherent  to  bladder,  which  contained  cancerous  mass.     It 
was  impossible  to  get  completely  outside  the  cancer.    Wertheim's 
operation  performed. 

Case  -Ir,  Tat)le  II.  B. — M.  H.  Epithelioma  of  cervix.  Uterus 
very  adherent  to  bladder,  wliich  was  perforated  in  attempting 
separation  ;  the  tear  was  stitched.  The  abdomen  was  closed  with 
catgut.  Vagina  was  divided  very  low  down,  owing  to  infiltration. 
Patient  coughed  very  severely  eight  days  later,  and  burst  open 
her  wound  ;  this  was  reunited  with  through  and  through  silk- 
worm gut  sutures.  There  was  a  vesiro-vaginal  fistula,  and  the 
abdominal  wound  became  septic.  Both  these  conditions  were 
healed  wlien  patient  left  the  hospital  fix  weeks  after  operation. 

Case  12,  Table  II.  B. — M.  Q.  Uterine  wall  friable,  and  per- 
forated in  preliminary  curettage.  Abdominal  wound  became 
septic,  but  was  healed  before  patient's  departure  from  hospital. 
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Case  13,  Tahle  II.  I>. — L.  K.  This  was  a  case  wliich  was  sent 
to  the  hospital  as  one  of  twin  prc'inancy.  Two  solid  ov'arian 
tum')urs  were  diafrnosed.  When  the  abdomen  was  opened  it 
was  found  that  there  were  two  larfje  masses,  each  larger  than  a 
(iill  term  foetus,  and  malignant  in  appearance ;  these  were 
removed,  nftor  which  total  extirpation  of  a  fibroid  uterus  was 
perforra'id. 

Case  14,  Table  II.  B. — M.  E.  This  was  the  only  fatal  case 
out  of  thirteen  Wertheim's  operations  performed  during  the  year. 
During  the  operation  the  ureter  was  foiuid  to  be  involved  in  the 
cancerous  process,  and  two  inches  had  to  be  resected ;  the  end 
was  implanted  in  the  bladder  by  moans  of  sutures,  and  evidently 
these  separated,  for  patient  got  signs  of  peritonitis  tliree  days 
after  the  operation,  and  died  the  following  day. 

Notes  on  the  other  cases  of  malignant  disease  will  be  found 
by  referring  to  Table  II.  B. 

MYOMECTOMY. 

Tlie  conservative  operation  of  myomectomy  is  performed 
whenever  possible.  In  cases  2,  3,  4  of  Table  IV.  there  were 
several  great  myomata,  which  were  removed,  and  the  uterus 
left. 

TUBES   AND   OVARIES. 

The  abdomen  was  opened  twenty-three  times  for  operations 
on  the  tubes  and  ovaries,  besides  which,  as  will  be  seen  by 
reference  to  Table  I.,  many  resections  were  performed  as 
accessories  to  other  operations.    All  these  recovered. 

Case  14,  Table  V. — The  case  of  M.  M.  was  very  troublesome, 
the  cyst  being  retro-peritoneal  and  very  adherent.  It  was  not 
possible  to  remove  the  entire  cyst,  although  the  uterus  was 
extirpated  in  the  endeavour.  Drainage,  therefore,  was  carried 
out  through  the  vagina. 

MISCELL.A.NEOUS    OPERATIONS. 

Our  consulting  surgeon,  Mr.  Heuston,  kindly  operated  on 
Cases  1,  4,  and  11,  Table  VII. 
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Case  4,  Table  VTI. — E.  B.  The  chief  interest  in  this  case  lies 
in  the  fact  that  a  year  after  the  operation  patient  returned 
with  a  tumour  in  her  abdomen,  which,  when  removed  by  Mr. 
Heuston,  turned  out  to  be  a  malignant  ulcer  of  the  pylorus. 

Case  5,  Table  VII. — A.  G.  This  patient  was  moribund  on 
admission,  and  operation  was  resorted  to  as  a  last  resort. 

Case  9,  Table  VII. — A.  M.  This  was  a  very  large  suppurat- 
ing renal  tumour,  which  when  examined  was  found  to  be  an 
h}'pernephroma.     Patient  made  an  uneventful  recovery. 

Case  10,  Table  VII. — M.  M.  This  was  a  case  of  recurrence 
after  two  and  a  half  years'  freedom  from  the  disease.  The 
autopsy  revealed  marked  cirrhosis  of  the  liver  and  chronic 
interstitial  nephritis. 

MORTALITY 

Case  3,  Table  VI. — E.  C.  This  was  the  case  of  cancer 
recurring  in  the  pedicle  of  an  ovarian  cyst,  to  which  we  re- 
ferred in  our  opening  remarks.  When  the  abdomen  was 
opened  on  this  occasion  it  was  found  that  nothing  could  be 
done.    Patient  died  from  shock  on  the  following  day. 

The  other  cases  which  died  in  the  Gynaecological  Wing 
have  already  been  referred  to,  and  will  be  found  in  Tables 
II.  B.  VTI.  and  VIII. 

General  anaesthetic  was  administered  on  317  occasions  with 
no  death : — 

Ether  -         -        -       248 

Chloroform-         -         -        30 
Ether  and  Chloroform  24 

Nitrous  Oxide  and  Ether     15 

Total     317 

For  the  compilation  and  arrangement  of  these  Keports  I 
am  indebted  to  my  two  Assistant- Masters. 

Dr  Frceland  lias  made  himself  responsible  for  the 
Maternity  Keport  and  Dr.  Solomons  for  the  GynfEcoIogical 
Report. 
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Tabi.k  I. — SliiitviiKj  kill'/  and  inimher  of  Opc.ralioiis* 


Vulva  and  Perin^eum— 

Uterus — con. 

Labial  abscess 

-       1 

Alexander-Adams     - 

-       5 

Lacerations  of  perinzeum 

1\)~ 

Myomectomy  (8)  — 

Complete 

-       I 

Abdominal 

7 

Incomplete 

-     7:5 

Vaginal 
Hysterectomy  (35) — 

1 

Urethra  and  Bladder — 

Supra-vaginal   - 

-     16 

Canmcle 

-      2 

Wertheim 

-     13 

■  Prolapse  of  urethra  - 

-       2 

Complete 

-       4 

\  aginal 

-       2 

Vagina — 

Caesarean  section 

1 

Cicatrix 

-       1 

Cyst 

-       1 

Tubes  and  Ovaries — 

Fistula  (4)— 

Ovariotomies 

-     14 

Vesico-cervioal 

-       1 

Resection    of    ovary, 

with 

Vesico-vaginal  - 
Anterior  colporrhaphy 
Anterior  colpotomy 
Posterior         „ 

Rectum — 
Prolapse  of  bowel  - 
Haemorrhoids 

Cervix — 
Trachelorrhaphies  and    am- 
putations (78) — 
Schroeder 
Sanger  - 
Emmet  - 
Circular 
Posterior  divisions    - 
Carcinoma    -  -  - 

Uterus — 
Curettage 

Dilatation  with  tents 
Fibrous  polypus 
Fibrinous      ,,  -  - 

^  entro-suspension    - 
Vaginal  fixation 


3 
U 
15 

6 


5G 
13 


18 
10 


225 

y 

8 
1 

4<» 
15 


other  operations  - 
Reseciion  of  ovary  for  abscess 
Oopliorectomy,   with    other 

operations 
Tubal  pregnancy 
Pyosali)inx 
Resection  of  tubes  - 
Salpingo-oophorectomy 

Exploratory  Laparotomy — 
See  Table  VI. 

MiSCELLAN  EO  as — 

Herniotomy  (5) — 

\  entral 

Umbilical 

Feniosal 

Inguinal 
Appendicectomy 
Nephrectomy         .   - 
Cholecystectomy 
Tubercular  peritonitis 
Excision  of  lipoma  - 
Talmas  operation    - 
Retro-peritoneal  sarcoma     - 


10 
1 

12 
4 
5 
3 

6 


111)  Abdominal   Sections  were  performed. 
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Discussion   on   the   Ohstelricfd   and   Gyncecological  Reports   of  the 
Rotunda  Hospital. 

Professor  Alfred  Smith  said  that  there  was  little  difference 
between  the  report  and  those  of  twelve  years  aj^o.  Recent  reports 
seemed  to  have  become  stereotyped.  The  present  report,  as  a 
record  of  work  done,  was  excellent,  but  he  found  that,  for 
example,  in  the  important  subject  of  eclampsia,  it  showed  no 
advance  on  what  had  been  long  published.  They  had  been 
encouraged  last  year  to  hope  for  much  from  pubiotomy,  but  the 
subject  was  not  mentioned  in  the  report,  and  there  was  no 
furtherance  of  their  knowledge  as  to  the  use  of  the  operation  in 
cases  in  which  it  was  recommended.  It  was  a  most  striking  fact 
that  the  work  done  in  the  extern  and  intern  departments  was 
practically  the  same  as  regards  results.  Such  a  fact  reflected  great 
credit  on  all  concerned,  and  was  an  immense  change  from  olden 
times,  when  it  was  safer  to  be  confined  outside  a  maternity 
hospital  than  inside  it.  He  thought  the  morbidity  was  high  in 
operative  cases  in  which  the  greatest  possible  care  was  taken. 

Sir  William  Smyly  thought  it  was  a  very  good  thing  that  the 
report  had  assumed  a  stereotyped  form,  as  it  enabled  them  to 
make  comparisons,  and  to  note  advances  s\ich  as  the  report 
showed.  In  1886  there  were  four  deaths  out  of  tifteen  abdominal 
sections  ;  in  the  present  report  there  was  one  out  of  ten  times 
that  number  :  that  was  a  remarkable  advance.  In  rupture  of 
the  uterus  one  thing  in  favour  of  gauze  was  that  it  could  be  used 
anywhere.  If  it  only  gave  as  good  results  as  abdominal  section 
it  would  be  more  useful  to  general  practitioners.  In  pelvic 
deformities  it  was  difficult  to  impress  on  men  that  they  would 
not  succeed  in  extracting  a  child,  no  matter  what  force  was  used, 
unless  they  waited  until  the  head  had  passed  the  brim  :  if  it  would 
not  pass  the  brim  it  was  not  a  case  for  forceps.  He  thought  the 
report  was  the  very  best  he  had  seen,  both  as  to  the  matter  it 
contained  and  the  way  in  which  it  was  brought  out. 

Dr.  Kidd  expressed  extreme  interest  in  the  account  of  the 
treatment  of  rupture  of  the  uterus,  as  he  had  seen  cases  in  which 
unfavourable  results  had  followed  an  attempt  to  relieve  the 
patient  by  abdominal  section,  and  he  would  be  inclined  to  follow 
the  course  adopted  by  Dr.  Tweedy.  The  case  of  pernicious 
T.  S 
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vomitinii'  seemed  to  liim  to  differ  very  much  from  the  classical 
s}Tnptoms  of  the  condition,  as  the  patient  was  described  as  being 
highly  neurasthenic,  and  having  had  a  fright.  There  were  235 
abortions  in  the  extern  department,  and  only  forty  in  the  intern, 
although  the  total  numbers  attended  were  practically  the  same 
in  each  department.  He  thought  that  was  due  to  women  staying 
at  home  in  preference  to  going  to  the  institution.  He  observed 
that  there  were  three  and  a  half  times  more  adherent  placentas 
in  the  extern  than  in  the  intern  department.  Probably  undue 
efforts  were  made  to  expel  the  placenta,  with  the  result  that  the 
uterus  was  probably  made  to  contract  and  incarcerate  the  placenta, 
and  the  student  may  have  rushed  to  the  conclusion  that  it  was 
adherent.  He  thought  the  morbidity  table  served  to  emphasise 
the  danger  of  the  introduction  of  the  hand  into  the  cavity  of  the 
uterus.  When  internal  version  was  resorted  to  the  mortality 
increased  in  accordance  with  the  amount  of  hand  and  arm 
introduced. 

Dr.  Spencer  Sheill  said  he  did  not  think  the  death  in  the 
case  of  Cicsarean  section  could  be  put  down  to  obstetrical  shock. 
It  was  significant  that  the  dilated  condition  of  the  uterus  preceded 
rather  than  followed  the  general  shock.  Under  the  headings  of 
"  Pernicious  Vomiting  "  and  "  Eclampsia  "  it  was  mentioned  in 
the  report  that  the  urine  of  the  patients  contained  albumen,  but 
there  was  no  mention  of  the  output  of  urea  or  ammonia,  which 
is  considered  to  be  of  importance  in  diagnosticating  the  severity 
of  a  case.  He  (Dr.  8heill)  makes  a  practice  of  estimating  the 
outjnit  of  urea  on  the  appearance  of  the  first  sign  or  symptom  of 
toxicmia.  and  finds  it  of  great  value.  Also  in  pernicious  vomiting, 
if  the  percentage  of  ammonia  reaches  eight  or  ten  of  the  total 
nitrogen  excreted,  then  it  is  an  indication  for  emptying  the  uterus. 
lh<.  PuRKFOY  said  he  would  not  occupy  the  time  of  the 
Section  with  leiigthened  remarks  on  this  most  excellent  report. 
He  wished  to  point  out  that  there  was  no  figure  on  the 
cover  or  in  the  body  of  the  report  indicating  the  year  to  which 
it  referred.  The  iibsence  of  some  tables  generally  present  in 
former  repoits,  and  useful  for  purposes  of  comparison,  was  to 
iiim  a  cause  of  regret.  In  applying  a  gauze  tampon  in  cases  of 
rupture,  he  disapproved  the  method  advised  by  Dr.  Tweedy. 
Till-  vaiizc  slKtiild  be  introduced  gradually,  guided  by  the  fingers 
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of  the  left  hand,  using  enough  to  act  as  a  drain,  but  not  so  much 
as  to  prevent  the  gradual  closure  of  the  rent.  Dr.  M'Clintock's 
paper  on  rupture  of  the  vagina  is  well  worthy  of  perusal. 

Dr.  Holmes  said  the  carcinoma  cases  made  a  remarkable 
record,  and  showed  how  fine  the  technique  of  the  hospital  is. 

Dr.  Neill  said  he  was  present  at  the  Csesarean  section  already 
mentioned.  At  the  first  look  he  thought  the  patient  was  suffering 
from  the  anaesthetic  more  than  from  anything  else  ;  but  she  was 
a  very  badly  formed  woman.  He  had  seen  cases  of  rupture  in 
which  hysterectomy  had  been  done  unsuccessfully,  and  he  had 
seen  cases  in  which  plugging  was  very  successful.  It  was  credit- 
able to  see  eight  cases  of  placenta  previa  without  maternal  death, 
but  there  were  many  cases  of  death  of  the  child.  The  tearing  of 
the  placenta  took  away  any  chance  the  child  might  have,  as  it 
would  bleed  to  death  through  the  placenta. 

Dr.  Trevor  Smith  said  the  case  of  Csesarean  section  was  not 
at  all  a  healthy  woman,  and  the  death  was  due,  in  his  opinion, 
to  the  anaesthetic,  but  not  through  any  fault  of  the  anaesthetist. 

Dr.  Jellett  said  there  were  very  few  reports  of  any  hospital 
of  the  kind  that  could  produce  the  statistics  shown  in  the  tables 
of  eclampsia  and  Wertheim's  operation.  They  stood  out  as 
important  proofs  of  wJiat  could  be  done  by  careful  treatment 
and  successful  operation.  He  thought  there  was  nothing  so 
important  as  keeping  reports  stereotyped  for  purposes  of  com- 
parison, though  not  excluding  fresh  matter.  He  observ^ed  the 
omission  of  some  tables  which  were  formerly  included,  such  as 
those  on  prolapse  of  the  cord,  ])ost-partum  h;emorrhage,  and  the 
sex  of  twins.  In  the  table  of  placenta  preevia  there  was  a  case  of  a 
central  placenta  prcTvia  which  was  noticeable  as  to  the  foetus 
being  born  alive,  and  he  would  like  to  know  if  the  placenta  was 
perforated,  and  what  its  position  was.  He  had  not  done  Lawson 
Tait's  operation,  in  the  exact  way  described  by  him,  for  a  very 
long  time.  He  always  looked  for  the  levator  ani  muscle  and 
brought  it  down.  The  proportion  of  cases  in  which  it  could  not 
be  found  was  very  small. 

The  Master  of  the  Rotunda,  in. reply,  said  he  made  it  his 
object  to  take  up  one  or  two  fresh  subjects  in  each  report,  and  he 
had  dealt  with  the  treatment  of  eclampsia  the  previous  year. 
His  mortality  was  11  per  cent.,  as  compared  with  35  per  cent. 
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twenty  years  ago.  He  had  not  dealt  with  pubiotomy,  as  they 
had  not  had  a  case  during  the  year.  He  dealt  with  it  fully  last 
year,  when  they  had  live  cases.  He  preferred  C?esarean  section 
as  an  easier  and  safer  operation  if  he  got  the  case  in  time.  His 
indication  for  performing  pubiotomy  arose  when  he  was  sure  he 
could  not  get  a  living  child  save  by  enlarging  the  pelvis.  Ether 
was  used  in  the  case  of  Ca?sarean  section  that  died.  It  was  an 
extraordinary  uterus,  thin- walled  and  flabby,  yet  without  hfemor- 
rhage.  The  placenta  was  firmly  adherent.  Professor  Smith  was 
surprised  that  they  should  have  a  greater  morbidity  after  the 
application  of  forceps  than  in  normal  delivery.  They,  however, 
maintained  that  the  less  they  interfered  the  smaller  the  morbidity. 
In  spite  of  all  precautions  they  could  not  get  as  small  a  rate  of 
morbidity  as  when  they  left  the  patient  alone,  which  proved 
that  they  had  not  reached  the  perfection  of  obstetrical  technique. 
They  had  estimated  the  free  urea  and  urea  in  its  form  of  ammonia, 
but  it  had  not  led  them  to  any  conclusion.  Others  were  working 
on  the  subject,  and  they  would  be  glad  to  learn  from  them, 
"Without  doubt  the  less  experienced  a  man  was  the  more  cases  of 
adlierent  placenta  he  would  meet.  He  had  not  seen  a  table  of 
placenta  prsevia  that  did  not  show  a  big  infantile  mortality,  and 
he  had  seen  none  that  was  much  less  than  their  own.  The  child 
was  probably  dead  before  they  began  to  turn.  It  was  usually  a 
premature  child,  and  he  was  afraid  they  would  always  have  a 
high  mortality  no  matter  what  treatment  they  adopted.  In  the 
central  case  they  went  through  the  placenta.  The  foot  was 
brought  through  the  rent ;  the  child  did  not  bleed  to  death,  as  the 
placental  hfemorrhage  was  stopped  by  the  leg  that  was  pulled 
through  the  hole. 


ON  DILATATIONS   OF   THE  FEMALE  URETHRA. 

By  R.  I).   PUREFOY,  M.I).,   F.R.C.S.  ; 
Late  Master  of  the  Rotunda  Hospital. 

[Read  in  the  Section  of  Obstetrics,  May  21,  1909.] 

The  structure  and  anatomical  relations  of  the  female 
urethra  are  such  that  in  the  ordinarj-  conditions  of  life  it 
is  much  exposed  to  traumatism,  and  to  this  many  of  its 
])atliologi('al  conditions  can  he  traced  directly  or  indi- 
rectly. When  we  reflect  on  the  pressure  and  stretching  of 
llie  soft  })arts  which  attend  parturition,  even  in  easy 
deliveries,  our  only  surprise  will  be  that  urethral  trouble 
is  not  a  more  common  sequel  to  child-bed.  On  the 
present  occasion  I  desire  to  direct  attention  to  dilatation 
of  the  urethra  and  its  attendant  complications  in  the 
lower,  middle,  and  upper  third  of  the  canal.  In  the  first- 
mentioned  position  it  is  so  often  associated  with  prolapse 
of  the  mucous  membrane  that  it  becomes  difficult  to  say 
which  condition  originated  first.  It  is,  perhaps,  less 
common  here  than  in  the  middle  or  upper  third,  and  is 
often  due  to  some  abnormal  growth  of  the  urethral  lining, 
eHher  some  neoplasm  or  inflammatory  swelling,  or,  if 
Bak^r  Rrown  be  right,  associated  with  stone  in  the 
bladder.  It  is  sometimes,  unfortunately,  a  sequel  to 
mechanical  dilatation.  Dr.  Skeene  records  a  very  inter- 
esting case  where  there  was  marked  dilatation  of  the  lower 
end  of  the  urethra  without  any  recognisable  cause.  The 
patient  was  an  unmarried  woman,  aged  thirty-five  years, 
who  suffered  from  displacement  of  the  uterus  and  cervical 
catarrh,  but  had  no  urinary  trouble  whatever.  On 
T.  T 
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makiiiff  an  examination  it  was  observed  that  the  orifice  of 
the  urethra  was  widely  patulous  and  the  lower  third  of 
the  canal  funnel-shaped.  The  mucous  membrane  was 
healthy,  and  the  patient  suffered  no  discomfort.  It  was 
not  possible  to  ascertain  any  history  affording  an  expla- 
nation of  the  origin  of  the  trouble. 

The  s^Tuptoms  in  this  form  are  less  marked  than  in  tlie 
other  varieties,  and  as  there  is  not  necessarily  any 
derangement  of  function,  little  discomfort  may  be  ex- 
perienced unless  there  be  inflammation  or  ulceration,  when 
urination  will  probably  be  frequent  and  painful. 

An  extrem'e  degree  of  these  associated  conditions,  pro- 
lapse and  dilatation,  was  observable  in  a  middle-aged 
married  woman  amongst  my  extern  patients  at  the 
Adelaide  Hospital  some  years  ago.  On  separating  the 
labia,  what  at  first  sight  appeared  to  be  the  introitus 
vaginae  was  found  to  be  the  enormously  dilated  urethral 
orifice,  surroimded  by  a  fringe  of  prolapsed  mucous  mem- 
brane. The  finger  readily  entered  the  urethra  for  nearly 
an  inch.  There  was  no  incontinence  of  urine,  but  a  com- 
plaint was  made  of  weakness  and  bearing  down.  The  appli- 
cation of  strong  nitric  acid  brought  about  marked  narrow- 
ing of  the  0}>eniug  and  corresponding  relief  to  the  dis- 
comfort. In  this  case  I  think  it  highly  probable  that 
coitus  took  place  through  the  urethra. 

Dilatation  of  the  lower  third  of  the  urethra  is  also 
found  in  association  with  congenital  absence  of  the 
vagina,  in  wliich  case  it  is  most  ])robably  due  to  coitua 
taking  place  into  the  urethral  canal. 

Two  other  alternative  ])lans  of  treatment  remain  open 
to  us — (1)  The  use  of  the  actual  cautery,  using  a  pointed 
instrument  applied  in  such  fashion  that  strips  of  healthy 
mucous  membrane  may  intervene  between  the  c^iuterised 
surfacfs,    and   thus  obviate  the  risk  of  undue  narrowing 
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of  the  meatus.  (2)  Tke  removal  of  redundant  mucous 
membrane  by  knife  or  scissors  and  (.-areful  suturing-  with 
oatgut. 

Ulceration  of  the  urethra  in  its  lower  third,  attended 
with  dilatation  of  the  canal,  is  by  no  means  common ;  but 
a  case  of  great  rarity  and  interest,  illustrating  these  con- 
ditions, was  admitted  to  tlie  llotunda  Hospital  under  my 
care  in  the  year  1901.  The  patient  was  an  unmarried 
woman,  aged  about  thirty-three  years,  and  in  bad  health. 
So  far  as  was  known  her  mode  of  life  made  it  highly  pro- 
bable that  she  was  suft'oring  from  syphilis.  On  separating 
the  labia  the  introitus  vagiuse  was  with  difficulty  located, 
owing  to  the  enormously  dilated  urethral  orifice,  every- 
where showing  a  red  granulating  surface,  in  the  midst  of 
which  a  f uuuel-shaped  depression  marked  the  course  of 
the  urethra.  It  is  very  remarkable  that  in  spite  of  this 
extensive  structural  change  the  woman  did  not  suffer  from 
incontinence  of  urine. 

^  Dr.  West,  in  his  interesting  "  Clinical  Lectures  on 
Diseases  of  Women,"  gives  an  account  of  six  cases, 
apparently  identical  with  the  one  just  mentioned, 
which  came  under  his  care.  Two  of  these  were  married 
women,  who  acknowledged  to  having  suffered  from 
syphilis ;  the  remaining  four  "v\iere  of  unchaste  life,  one  of 
them  at  the  time  suffering  from  a  secondaiy  syphilitic 
eruption.  These  patients  alleged  that  they  had  expieri- 
enced  ])aiiiful  and  difficult  micturition  for  periods  varying 
from  nine  months  to  iive  years.  The  ulceration  appears  to 
begin  at  the  orifice  of  the  urethra  and  to  extend  thence 
inwards  towards  the  bladder,  producing  as  it  extends  a 
great  widening  of  tbe  canal  and  a  })atulous  state  of  ite 
orifice,  so  that  the  finger  tip  can  cuter  it  with  oa^e,  while 
the  surface  is  the  seat  of  large,  firm,  indok>nt  granula- 
tions which  secrete  a    muco-purulent    fluid,   ami,   though 
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not  very  tender  to  the  touch,  are  highly  sensitive  to  the 
passage  of  urine.     Dr.  West  observes  : — "  I  have  met  with 
this  ulceration  of  the  urethra  independent  of  any  other 
disease  of  the  sexual  organs :   but  have  also  observ^ed  it 
associated  with  unhealthy  ulceration  of  the  clitoris  and 
nymphse,  and  also  the  posterior  commisure  of  the  labia 
and  the  entrance  of  the  vagina.     When  the  disease  has 
been  of  long  standing  I  have  seen  the  lower  wall  of  the 
urethra   represented  by  a   dense  cartilaginous  substance, 
not  unlike  one  of  the  lips  of  a  hypertrophied  and  procident 
cervix  uteri,   and  on  two  occasions  I  have  been  able  to 
carry  my  finger  along  the  whole  length  of  the  canal  into 
the  bladder."     "  Whether  these  cases  are  truly  syphilitic, 
or  whether  they  deserve  to  be  classed  more  projjerly  with 
the  rodent  ulcer,  or  lupus  exedens,  I  am  at  present  unpre- 
jiared  to  say.     In  their  management  combined  local  and 
constitutional   treatment  was  generally  followed  by   im- 
provement,   not   absolute   cure.     The  use   of    the  actual 
cautery  in  one  instance  was  productive  of  signal  benefit." 
My    patient's    history    and    probable    mode    of    living 
rendered  the  diagnosis  of  syphilis  highly  probable;    but 
her  impatience  of  the  restraints  of  hospital  life  prevented 
me  from  having  her  sufficiently  long  under  treatment  to 
effect  any  marked  change  in  her  miserable  condition. 

We  proceed  in  the  next  place  to  consider  dilatation  of 
the  middle  third  of  the  urethra,  which  is  more  common 
than  that  of  any  other  portion  of  the  c^nal.  In  this 
form  the  anterior  wall  of  the  canal  maintains  its  normal 
position,  but  the  ])osterior,  being  distended,  settles  down, 
.so  that  in  time  the  urethra,  instead  of  being  a  slightly- 
curved  canal,  becomes  triangular,  the  upper  anterior 
wall  being  the  base,  and  so  a  sac  or  cavity  is  formed. 
The  constitutional  symptoms  arising  from  these  urethral 
troubles  are  the  same  as  those  caused  by  urethritis,  and 
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are  not  peculiar  to  tliis  class  of  aftections,  and  a  careful 
physical  examination  will  be  requisite  in  every  case.  A 
digital  exploration  of  the  vaf^iiui  Avill  reveal  lo  us  the  size 
and  consistence  of  the  swellinfj;,  and  a  sound  or  cathoter 
passed  into  the  urethra  simultaneously  will  enable  us  to 
ascertain  the  thickness  of  the  abscess  sac  and  at  the  same 
time  differentiate  between  dilatation  and  hypertrophy. 
In  the  earlier  stages  of  this  affection  the  urethra  in 
front  and  behind  the  pouch  is  really  or  apparently  con- 
tracted, but  in  some  cases  of  the^  kind  the  upper  part  of 
the  canal  and  neck  of  the  bladder  become  dislocated 
downward,  and  finally  the  upper  portion  of  the  urethra 
may  also  become  dilated.  That  the  middle  portion  of 
the  canal  should  most  frequently  suffer  in  the  way  we 
are  considering  is  easily  explained  by  its  position  and 
relations.  The  hypersemia  which  attends  pregnancy 
and  the  increase  of  tissue  in  these  parts  will  probably 
disappear  very  slowly — indeed  veiy  incompletely— after 
a  protracted  labour,  owing  to  imp'erfect  involution ;  and 
a  long  series  of  pregnancies,  however  successfully  con- 
ducted, will  inevitably  be  followed  by  structural 
changes  here. 

Bozeman,  in  writing  on  the  pathology  of  this  affec- 
tion, points  out  that  it  is  frequently  preceded  and 
caused  by  narrowing  or  stricture  of  the  meatus.  I  think 
he  has  exaggerated  the  frequency  of  the  last-named  con- 
dition and  its  causal  relation  to  the  wid'ening  higher  up. 
On  the  other  hand,  we  know  that  the  posterior  wall  is  apt 
to  be  pushed  downwards  and  contused,  while  the  upper 
remains  in  its  normal  ])osition.  The  relaxation  caused 
by  this  over-stretching  of  the  urethral  wall  forms  a  small 
pocket  in  the  canal,  which  becomes  gradually  dilated 
more  and  more  by  the  pressure  of  the  urine  till  urethro- 
cele is  fully  developed.     This  presents  itself  as  a  smooth, 
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round  swelling  of  the  anterior  vaginal  wall,  having  a 
sharplv  circumscribed  outline,  generally  presenting  at 
the  vaginal  entrance,  especially  if  the  patient  coughs  or 
forces.  Pressure  on  this  swelling  causes  diminution  in 
its  size  and  a  flow  of  pus  from  the  meatus.  The  number 
and  variety  of  terms  applied  to  swellings  which  agree  in 
having  the  clinical  character  just  mentioned  furnish 
ample  proof  that  authorities  are  still  divided  as  to  their 
aetiology ;  but  I  believe  the  history  of  their  origin  and 
causation  already  given  will  hold  good  in  most  instances, 
especially  as  I  am  not  aware  that  the  condition  has  been 
met  in  a  nulliparous  woman.  At  the  same  time,  the 
possibility  of  an  abscess  occurring  in  one  of  the  crypts  in 
the  floor  of  the  urethra,  or  in  one  of  the  lacunae  of 
Morgagni,  must  be  admitted.  It  will  be  well  to  remem- 
ber that  an  ordinary  cystocele  or  a  vaginal  cyst  in  the 
anterior  wall  closely  simulates   urethrocele. 

Whatever  be  their  origin  we  divide  these  swellings, 
for  practical  purposes,  into  two  classes — viz.,  those  in 
which  the  sac  communicates  with  the  urethra  by  a  small 
opening,  and,  secondly,  those  in  which  the  sac  is  more 
a  pouch  due  to  extensive  yielding  of  the  posterior 
urethral  wall,  and  forming  part  of  the  canal  itself.  In 
the  former  class  the  swelling  may  be  present  for  a  long 
time  without  causing  much  discomfort  or  any  disturb- 
anc*e  of  the  urinary  functions;  in  the  latter  class,  even  at 
an  early  stage,  there  will  probably  arise  frequency  of 
urination  and  difficulty  in  the  act.  As  a  consequence  of 
the  frequency  and  the  straining  eftorts  which  attend  it, 
the  bladder  is  apt  to  become  injuriously  affected,  hyper- 
trophy of  its  walls  is  likely  to  follow,  and  possibly  cys- 
titis duo  to  extension  of  the  urethral  inflammation.  The 
forcing  and  straining  efforts  made  by  some  of  these 
patients    while     urinating    are    even    greater    than    th« 
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meclianical  obstruction  appears  to  account  for.  Possibly 
this  is  due  to  the  accumulation  of  urine  in  the  urethra, 
which  excites  extra  retlex  action  in  the  bladder  and 
urethra  out  of  proportion  to  the  existinjj  obstruction.  To 
cases  of  this  nature — i.e.,  those  in  which  the  entire  pos- 
terior wall  of  the  urethra  has  become  weakened  and 
dilated — the  term  urethrocele  should  be  restricted,  while 
we  reserve  for  the  former  class  the  terms  "  suburethral 
abscess,"  "  abscess  of  the  urethra  vag^inal  se])tum,"  or 
"  urethral  diverticulum."  The  French  gynaecologist, 
Huguier,  is  believed  to  have  described  this  affection  in 
1847,  but  we  are  indebted  to  Mr.  Hey,  of  Leeds,  an 
English  surgeon  of  much  earlier  date,  for  an  accurate 
account  of  a  case  and  its  successful  treatment  by  a  method 
which  will  still  be  found  one  of  the  best  we  c^n  employ 
for  the  purpose.  This  consists  in  free  incision  of  the  sac, 
the  api)lication  of  an  antiseptic  to  its  lining  and  the  sub- 
sequent plugging  of  the  sac  with  iodofonn  gauze. 
Stitching  the  edges  of  the  opening  or  removal  of  a  small 
portion  of  the  sac  wall  will  help  to  secure  free  drainage. 
The  dissection  out  of  the  sac  is  a  difficult  proceeding, 
<!ertain  to  be  attended  with  considerable  bleeding  and 
fi<imetimes  followed  by  a  fistula.  Before  resorting  to 
radical  treatment,  as  just  described,  we  may  in  som<e  cases 
try  the  effect  of  dilating  the  urethra  below  the  sa«  and 
secure  its  daily  emptying  by  pressure,  and  washing  out 
with  any  mild  antiseptic.  Success  has  sometimes 
followed  these  m'easures. 

Von  Winckel,  writing  in  .188(J,  mentions  a  case  in  which 
the  patient  herself  used  to  empty  the  sac  by  applying 
pressure  fre(|uently,  and  by  <'ombining  this  proceeding 
with  the  assiduous  application  of  lead  lotion  brought 
about  a  cure.  Several  years  ago  amongst  the  patients 
attending    my    dispensaiy    at    the   Adelaide    Hospital    a 
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youug  woman  sought  advice  on  accouut  of  pelvic  pain  and 
■distress.  Examination  showed  that  she  was  three  months 
pregnant,  and  that  the  discomfort  was  due  to  a  swelling 
involving  the  anterior  vaginal  wall  and  urethra.  On 
careful  investigation  what  appeared  at  first  to  be  merely 
cystocele  was  found  to  be  dilatation  of  the  urethra  such 
as  we  are  considering.  Unfortunately,  as  so  often 
happens  in  the  case  of  extern  patients,  I  was  unable  to  keep 
her  under  observation  long  enough  to  test  the  value  of 
any  mode  of  treatment.  Eecently  I  was  more  fortunate. 
A  lady,  early  in  her  second  pregnancy,  came  under  my 
care,  and  when  making  a  vaginal  examination  on  account 
of  some  vesical  trouble  I  observed  a  small,  smooth 
swelling,  which  at  the  time  I  concluded  was  a  vaginal 
cyst.  Her  confinement  took  place  in  the  country,  and 
some  months  afterwards,  owing  to  greatly  increased  pain 
and  discomfort,  she  again  consulted  me.  The  swelling 
had  considerablj^  increased  in  size,  and  now  presented  un- 
mistakable evidence  of  being  an  abscess  sac  communi- 
cating with  the  urethra.  I  dilated  the  canal  anterior  to 
the  swelling,  washed  out  the  sac  daily  for  some  weeks, 
and  effected  such  improvement  that  I  ho])pd  cure  would 
follow.  In  this  I  was  disappointed;  so,  several  months 
subsequently,  I  incised  the  sac  (which  a  more  careful  ex- 
amination showed  me  communicated  with  the  urethra  by 
a  small  opening),  swabbed  the  cavity  with  carbolic  acid, 
and  plugged  it  with  iodoform  gauze,  having  previously 
stit<'hed  its  edges  to  the  vaginal  mucous  niombranc  to  pre- 
vent too  ra])id  closure. 

r  uiiderstiuid  from  my  j)atienT,  ^\•ho  has  returned  to  the 
country,  that  there  is  still  some  escape  of  urine  when  she 
moves  about  much.  Even  if  there  be  a  .small  urethral 
fistula,  I  am  not  without  hope  that  it  may  close  without 
further  operative  measures. 
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Kelly  mentions  tliat  in  one  of  his  cases  a  secondary 
operation  for  fistula  became  necessary. 

Dilatation  in  the  middle  third  of  the  urethra  is  some- 
times associated  with  the  presence  of  a  calculus,  as 
happened  in  the  case  of  a  young  woman  admitted  under 
my  care  into  the  Adelaide  Hospital  some  years  ago.  It 
was  situated  apparently  in  a  diverticulum  in  the  anterior 
wall  of  the  urethra,  and  so  much  overlapped  by  the 
mucous  membrane  that  it  wa^  quite  possible  to  pass  a 
sound  or  catheter  into  the  bladder  without  detecting  ha 
presence.  With  some  trouble,  after  dilatation  of  the 
canal,  I  extracted  the  calculus.  In  such  a  ca^e  there  is 
room  for  speculation  as  to  the  origin  of  the  calculus, 
whether  it  is  renal  or  vesical,  or  even  urethral,  and 
simply  arrested  on  its  way  down ;  or,  on  the  other  hand, 
whether  it  is  portion  of  a  foreign  body  introduced  from 
without. 

Dilatation  of  the  upper  third  of  the  urethra  is  pro- 
bably in  most  instances  a  consequence  of  a  partial  pro- 
lapse of  the  bladder  and  upper  end  of  the  canal,  caused 
originally  by  injury  inflicted  during  parturition,  when 
the  tissues  are  in  a  hyperaemic  and  relaxed  condition. 
The  condition  of  prolapse  allows  an  unusual  pressure  of 
the  urine  upon  the  upper  end  of  the  urethra,  and  dila- 
tation is  apt  to  follow.  From  whatever  cause  arising, 
dilatation  in  the  upper  th^rd  of  the  canal  may,  and  often 
does,  give  rise  to  very  distressing  symptoms.  In  addition 
to  the  frequent  or  incessant  desire  to  ])ass  water,  may  be 
added  partial  incontinence  during  coughing,  laughing, 
sneezing,  the  effort  to  lift  anj^thing,  or  in  stepping  from 
a  height.  Without  constant  attention  to  cleanliness  and 
the  use  of  some  soothing  healing  application  intlamma- 
tion  of  the  outer  parts  will  probably  be  added  to  the  other 
miseries.      Fortunatelv,     in    manv    of    thes^e    cases    the 
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mechanical  support  which   can  be   secured   bv  carefully 
adjusting  a  pessary-  will  afford  considerable  relief. 

Some  days  after  I  had  concluded  my  paper  I  unex- 
pectedly found  in  the  "  Obstetrical  Transactions ''  for 
1890  a  communication  by  Dr.  Eouth,  headed  "  Urethral 
Diverticula,"  which  deals  with  somewhat  the  same  sub- 
je<;t,  and  gives  many  interesting  details  of  the  various 
recorded  cases,  as  well  as  the  methods  of  treatment  re- 
commended and  practised,  including  his  own.  It  is  not 
a  little  strange  that  he  leaves  unnoticed  Mr.  Hey's  contri- 
bution \o  the  literature  of  this  subject,  which  is  probably 
the  first,  and  certainly  one  of  the  best,  papers  dealing 
with  the  affection.  I  am  glad  to  find  that  he  concurs  in 
my  opinion  as  to  restricting  the  term  urethrocele  to  those 
cases  in  which  we  find  merely  a  dilatation  of  the  canal : 
though  he  is  too  dogmatic  when  h^  states  that  palliative 
treatment  invariably  fails.  I  agree  with  him  in  reject- 
ing the  opinion  that  Skeene's  ducts  should  be  regarded  as 
the  anterior  terminations  of  Gaertner's  canals. 


Dr.  FitzGibbon  recalled  a  case  in  which  treatment  consisted 
of  passing  a  probe  up  the  urethra,  with  some  cotton  avooI  on  tJio 
end,  and  either  an  antiseptic  or  some  from  of  caustic  applied  to 
the  cavity,  out  of  which  from  20  minims  to  half  a  gram  of  pus 
could  be  squeezed.  It  gradually  healed  after  three  or  four  months, 
though  he  had  no  doubt  tliat  it  would  have  been  cured  quicker 
if  radical  methods  could  have  been  adopted. 

On.  Ji:llett  said  tliat  he  thought  that,  if  possible,  in  cases  of 
uretliral  cysts  one  should  try  to  get  away  all  traces  of  the  cyts 
wall,  and  bring  the  raucous  membrane  over  it,  as  by  so  doing 
there  would  be  a  better  chance  of  a  permanent  result  at  one  |j 
operation. 

Dr.  E.  H.  Tweedy  said  the  difTiculty  of  dissecting  out  an  abscess 
cavity  witliout  infecting  the  raw  surface  was  very  great,  and  he 
thought  Dr.  Purefoy's  phm  was  perfectly  surgicnb     He  had  seen 
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a  condition  that  Dr.  Purefoy  spoke  of  incidentally,  but  ke  had 
not  seen  it  described — an  ulceration  around  the  urethra  that 
ran  down  towards  the  posterior  fourchet.  It  was  absolutely 
indolent,  and  occurred  in  elderly  women.  It  was  completely 
cured  by  incision,  but  no  other  remedy  that  he  knew  of  could 
cure  it. 

Dr.  Purefoy,  in  reply,  said  Dr.  Jellett's  method  was 
theoretically  the  better  one,  but  it  was  not  always  the  best  in 
practice.  Howard  Kelly  treated  such  a  case  in  the  radical  way, 
and  had  to  deal  with  a  fistida  afterwards. 


A  CASE  ILLUSTRATING  THE  TOX.EMIA  OF  PREG- 
NAXCY  COMPLICATED  BY  RUPTURE  OF  THE 
UTERUS. 

By  B.  a.  H.  SOLOMONS,  M.B.,  B.Ch.,  B.A.O.  Uxiv.  Dubl.  : 

Assistant  blaster.  Rotunda  Hospital. 
[Read  in  the  Section  of  Obstetrics,  May  21.  1909.] 

The  following  case  illustrates  so  many  pathological  conditions 
that  I  venture  to  bring  it  before  you  for  consideration  this 
evening  : — 

C.  L.,  aged  forty-seven,  septipara,  was  admitted  to  the  Rotunda 
Hospital  in  the  middle  of  March,  1909.  She  Avas  in  a  most  debili- 
tated state,  with  legs  and  feet  swollen.  There  was  a  considerable 
amount  of  ascitic  fluid  in  her  abdomen.  The  heart  had  a  loud 
systolic  murmur  in  the  mitral  area,  was  irregular,  with  the  apex  dis- 
placed outwards.  She  stated  that  she  was  eight  and  a  half  months 
pregnant,  but  had  not  felt  life  for  the  past  three  months,  and  that 
she  had  been  in  excellent  health  until  this  latter  event  occurred. 
Her  abdomen  had  been  tapped  a  fortnight  before  admission, 
and  three  and  a  half  gallons  removed,  which  fluid  was  rapidly 
collecting  again.  The  urine,  on  admission,  had  a  specific  gravity 
of  1,024,  was  acid  in  reaction,  contained  a  great  quantity  of 
albumen,  granular,  blood  and  epithelial  casts  ;  urea,  1.5  per  cent. 

The  blood  examination  showed  red  blood  cells  3,500,000  per 
cm.  ;  white  blood  cells,  12,000  per  cm.  ;  Hb.,  65  per  cent. 

The  pulse  and  temperature  on  admission  were  normal. 

The  patient  was  placed  under  observation  for  six  days.  She 
was  in  a  very  debilitated  condition,  and  evidently  was  suffering 
from  an  acute  toxa?mia.  Her  state  was  not  one  of  general  anasarca, 
but  the  ascitic  fluid  was  a  principal  entity,  and  this  sujfgested 
some  disease  other  than  pregnancy. 

In  spite  of  hospital  treatment,  the  jiatient  ^'radually  lost 
ground,  and  it  was  with][considerable  hesitancy  we  finally  deter- 
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mined  to  empty  the  uterus,  and  give  the  woman  the  very  proble- 
matical c-hance  that  this  procedure  would  afforcL 

On  March  the  25th  the  cervix  was  dilated  up  to  seven  with 
Frommer's  dilator  ;  the  rim  of  the  os  was  absolutely  intact  when 
the  dilator  was  removed.  Champetiec  de  Ribes'  bag  was  inserted, 
and  the  patient  was  put  back  to  bed.  The  bag  was  extruded  in 
five  hours,  and  was  found  to  have  leaked.  The  os  easily  admitted 
three  fingers.  The  latter  and  fornices  of  the  vagina  were  then 
packed  with  iodoform  gauze.  No  attempt  at  labour  pains  had 
been  observed,  and  oji  this  account  it  was  deemed  safe  to  leave 
the  plug  in  position  until  their  occurrence  was  reported.  In 
the  morning  tlie  patient  was  again  seen,  and  as  far  as  could 
be  ascertained  there  had  been  no  labour  pains.  Despite  the 
absence  of  the  pains  it  was  deemed  advisable  to  remove  the 
plugs,  and  when  this  was  done  the  os  was  found  to  have  com- 
pletely disappeared,  and  forceps  were  applied.  A  small  macerated 
child  was  easily  delivered,  the  placenta  following  in  due  course. 
An  intrauterine  douche  was  given  ;  everything  seemed  perfectly 
normal.  The  temperature  had  risen  to  99.2°  when  forceps  were 
applied  ;  the  pulse  was  80. 

Dr.  Dixon  kindly  examined  the  hrtus  ;  and  reported  it  to  be  a 
small  seven  months'  child. 

As  the  temperature  and  pulse  rose  on  the  fourth  evening  an 
intra-uteriue  douche  was  given  and  a  culture  taken.  On  the 
fifth  evening,  as  the  temperature  and  pulse  showed  no  signs  of 
lessening  another  intra-uterine  douche  was  given,  but  in  the  return 
flow  of  the  Jiozeman  was  observed  a  quantity  of  straw  coloured 
fluid,  which  evidently  came  from  the  peritoneal  cavity,  and 
rupture  of  the  uterus  was  diagnosed  as  a  certainty.  The  culture 
showed  stafhylococci.  a  small  diplococcus,  and  the  Bacillus 
coli  communis.  The  cer\acal  opening  was  lightly  packed  with 
gauze,  and  further  treatment  deferred  until  the  morning.  A 
careful  examination  under  general  anccsthesia  then  revealed  very 
extensive  bilateral  tearing  of  the  cervix,  the  fornices,  and  the 
lower  uterine  segment ;  this  tear  was  particularly  extensive  on 
her  left  side,  where  the  peritoneal  cavity  was  laid  open.  Having 
lightly  j)acked  the  rents  with  iodoform  gauze,  the  cavity  of  the 
uterus  was  gently  curetted  by  moans  of  a  Kheinstadter's  spoon. 
The  passing  ol  this  spoon  was  a  matter  of  some  little  difficulty, 
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for  tlie  instrument  had  a  great  tendency  to  pass  into  the  abdomen, 
rather  than  into  the  uterus.  By  this  means  a  quantity  of  debris 
came  away.  The  cavity  was  plugged  with  iodoform  gauze.  The 
parts  were  now  made  as  aseptic  as  possible,  and  the  original 
plugs  in  the  rents  were  replaced  by  clean  and  tightly- fitting  gauze. 
The  uterine  plug  was  removed  in  twenty-four  hours ;  the 
remaining  ones  were  loosened  daily,  and  removed  six  days  later. 

The  point  of  greatest  interest  in  the  case  is  that  which  is 
connected  with  the  marked  debility,  folloA\^ng  on  the  retention 
of  the  dead  foetus.  It  is  a  popular  belief  that  such  death  is 
associated  with  grave  constitutional  symptoms,  and  in  this 
case,  certainly,  the  belief  receives  verification.  That  it  is  not 
a  universal  law  is  common  knowledge  to  most  of  us,  and  in 
the  case  of  eclampsia  the  death  of  the  foetus  is  by  most 
authorities  considered  beneficial.  Assuming  the  disease  to  be 
one  of  pure  toxaemia,  it  is  certainly  remarkable  to  find  the 
poison  exerting  its  most  active  influence  on  the  liver, 
and  not  giving  rise  to  a  general  anasarca.  This  complication 
must  be  one  of  extreme  rarity  ;  for  amongst  the  authorities 
we  have  been  able  to  consult  we  have  not  seen  a  similar  case 
recorded.  Clinically,  the  case  presented  all  the  symptoms  of 
the  toxaemia  of  pregnancy,  and  the  conclusion  seems  inevit- 
able that  the  toxin  came  from  the  dead  foetus,  placenta,  or 
liquor  amnii. 

Scarcely  less  interesting  is  the  question  as  to  how  the  uterus 
ruptured.  It  had  not  done  so  when  the  iodoform  plug  was 
inserted,  and  the  tear,  if  present,  was  not  recognised  at  the 
time  that  the  child  was  delivered  by  forceps.  It  would  seem 
that  there  were  only  two  possible  explanations  for  this  tear — 
(I)  that  it  occurred  from  too  long  detention  of  the  plug  in 
the  vagina  ;  (2)  that  it  arose  from  the  forceps  delivery  of  the 
head  of  the  premature  child,  having  passed  through  the  half- 
open  OS,  which  closing  on  the  neck  prevented  the  forceps 
extraction,  unless  by  cervical  rupture.     The  first  is  the  one 
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to  which  we  strongly  incline  ;  for  not  only  was  the  delivery 
absolutely  simple,  but  also,  it  is  a  well  known  fact,  that  a 
vaginal  plug  is  not  without  clanger  in  respect  to  uterine 
rupture.  We  have,  however,  up  to  this,  considered  that  the 
danger  of  such  a  plug  only  arose  when  large  quantities  of 
material  were  passed  into  the  vagina.  The  absence  of  labour 
pains  is  undoubtedly  a  misleading  indication  as  to  whether  a 
plug  should  or  should  not  be  removed. 

The  patient  left  the  hospital  six  weeks  after  admission 
improved  in  health  in  every  way.  There  was  no  trace  of 
albumen  in  the  urine.  The  blood  had  an  Hb.  percentage  of  75. 
The  heart  murmurs  had  practically  disappeared.  A  letter 
from  her  a  week  after  her  departure  stated  that  she  had 
never  felt  in  better  health. 

In  conclusion,  I  have  to  express  my  great  indebtedness  to 
Dr.  Tweedy,  the  Master  of  the  Hospital,  for  permission  to 
publish  the  case. 


Dr.  E.  H.  Tweedy  said  he  did  not  remember  a  case  that  bristled 
with  so  many  points  of  interest  as  this  one.  How  was  it  that  in 
one  case  a  dead  foetus  could  lie  in  the  uterus  and  not  do  any  harm, 
whereas  in  another  case  the  death  of  the  fo'tus  was  followed 
by  severe  toxic  symptoms,  and  how  was  it  that  in  eclampsia 
the  foetal  death  was  considered  of  favourable  omen  ?  The  case 
was  remarkable  in  that  ascites  arose  as  a  consequence  of  the 
toxin,  which  he  thought  showed  that  the  liver  had  been  involved 
rather  than  the  kidneys.  The  elucidation  of  such  cases  would 
require  the  services  of  a  physiological  chemist,  and  showed  the 
deficiency  in  that  respect  of  our  hospitals.  Dr.  Solomon's  case 
gave  positive  proof  that  there  was  a  toxin  present  within  the 
uterus,  although  the  statement  had  never  been  accepted.  There 
was  a  great  future  for  the  hospital  that  could  spend  money  on 
a  special  department  to  take  such  cases  in  Land  and  investigate 
them  thoroughly.  He  had  thought  it  required  a  tight  plug 
in  the  vagina  to  cause  a  rupture  of  the  uterus.  This  case  proved 
that  they  could  not  artificially  dilate  a  cer^'ix  ;    they  tore  it, 
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but  very  few  were  aware  that  they  did  so.  He  had  never 
examined  a  woman  whose  os  was  artificially  dilated  without 
finding  a  cervical  tear. 

Dr.  Ashe  thought  chloasma  might  be  due  to  some  form  of 
toxtemia. 

Dr.  FitzGibbon  recalled  a  case  in  which  rupture  of  the  cervix 
extending  into  the  lower  uterine  segment  was  found  about  an 
hour  after  delivery,  though  there  had  been  no  previous  indication 
of  the  rupture. 

Dr.  Jellett  suggested  that  the  cervix  was  probably  in  a 
condition  of  abnormal  softening,  in  which  state  it  would  easily 
tear.  It  had  been  stated  that  if  one  found  a  cervix  torn  it  was 
proof  that  the  woman  had  been  delivered  artificially,  but  he  had 
seen  a  patient  who  had  never  had  a  full  term  child,  and  never  had 
an  operation  of  any  kind,  in  whom  the  cervix  was  torn. 

Dr.  Purefoy  recalled  his  record  of  a  case  in  which  a  lady 
received  a  large  bilateral  tear,  as  a  consequence  of  the  birth  of 
twins  that  were  so  small  that  his  ring  fitted  on  to  their  wrist. 
He  had  recorded  it  as  a  positive  proof  that  the  cervix  could  tear 
independently  of  instrumental  delivery.  He  had  never  seen  a 
cervix  artificially  opened  without  tearing.  In  Dr.  Solomon's 
case  the  cervix  was  not  soft.  His  experience  was  that  it  was 
the  hard  cervix  that  tore. 

Dr.  Solomons,  in  reply,  said  he  had  seen  a  good  many  cases 
where  patients  had  said  they  had  never  had  instruments,  and  yet 
the  cervix  had  been  torn.  He  thanked  the  speakers  for  their 
remarks. 


ABSTRACTS. 


SECTION  OF  OBSTETKICS. 
Friday,  Novetyiher  13,  1908. 

The  President,  Dr.  E.  H.  Tweedy,  in  the  Chair. 

Twelve  Cases  of  Malignant  Disease  of  the  Uterus  {eight  operated 

on  hy  Wertheim''s  method). 
Dr.  E.  H.  Tweedy  exhibited  specimens  from  twelve  cases  of 
malignant  disease  of  the  uterus,  eight  of  which  had  been  operated 
on  by  Wertheim's  method  since  the  last  meeting  of  the  section. 
The  cases  were  not  all  that  he  had  done,  but  they  made  a  sad 
•and  suggestive  exhibit.  He  had  done  as  large  a  total  extirpation 
as  possible,  but  some  of  the  cases  were  obviously  not  cases  in 
which  Wertheim's  operation  could  be  performed.  He  held  that 
they  should  operate  on  every  possible  case  that  gave  the  least 
hope  of  immediate  recovery,  even  if  the  immunity  were  only  for 
six  months. 

Dr.  Purefoy  agreed  that  operation  should  be  attempted  where 
there  was  reasonable  hope  of  survival.  Where  recurrence  took 
place  it  was  attended  with  less  distress  and  ^nth  almost  absence 
of  discharge. 

Dr.  E.  H.  Tweedy,  in  reply,  said  he  had  a  good  many  more  cases 
tabulated,  but  he  thought  it  better  to  defer  a  paper  for  some 
time  in  order  that  he  might  be  able  to  follow  them  up  and  see 
how  much  good  had  been  done.  He  now  merely  recorded  the 
present  cases  to  show  that  a  serious  attempt  was  being  made 
in  the  country  to  grapple  with  the  awful  disease  of  caiicer  of  the 
uterus. 

A  Fibroid  Uterus  removed  along  with  Hernial  Sac  for  the  Relief 

of  Recurrent  Peritonitis. 

Dr.  R.  D.  Purefoy  exhibited  a  fibroid  uterus  removed  along 

with  hernial  sac  for  the  relief  of  recurrent  peritonitis.       The 

patient,  an  unmarried  woman,  about  forty  years  of  age,  was  in 

anything  but  good  health  at  the  time  of  the  operation.    She  had 

previously  undergone  ovariotomy,  and  the  cicatrix  had  yielded,  and 

the  case  had  become  complicated  with  a  ventral  hernia.    She  sought 

T.  U 
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relief  because  she  suffered  from  menorrhagia,  with  recurrent 
peritonitis.  The  uterus  had  a  layer  of  lymph  on  its  anterior 
surface.  The  point  of  interest  in  the  case  was  what  had  given 
rise  to  the  peritonitis.  Was  it  the  presence  of  the  hernia  and  the 
dragging  on  it  caused  by  adhesions  between  it  and  the  uterus  ? 
Dr.  E.  H.  Tweedy  said  that  ovariotomy  a  few  years  ago  was 
usually  attended  Avith  peritonitis.  He  believed  the  suffering  was 
caused  by  the  wound  not  uniting. 

The  late  Sir  A.  V.  Macan. 
At  the  conclusion  of  the  exhibits, 

Sir  William  Smyly  said  that  on  the  last  occasion  on  which 
they  had  met  the  chair  was  occupied  by  Sir  Arthur  Macan. 
Years  before  the  Academy  was  thought  of,  Sir  Arthur  Macan  was 
one  of  the  most  active  members  of  the  old  Obstetrical  Society,  and 
since  the  formation  of  the  Academy  there  were  years  when  the  very 
existence  of  that  Section  rested  almost  entirely  on  his  exertions. 
He  could  remember  very  well  the  first  evening  on  which  he 
(the  speaker)  went  to  the  old  Obstetrical  Society,  when  a  member 
proposed  "that  no  new-fangled,  German  or  moonshiny  ideas  bo 
permitted  to  be  discussed  at  the  society,"  Sir  Arthur  Macau 
was  at  that  time  the  only  representative  of  such  ideas,  and  the 
reply  he  made  was :  "  I  have  sniall  hope  of  converting  any  of 
you  to  these  ideas,  but  when  you  are  all  dead  they  will  be  accepted 
as  truisms."  Sir  William  stood  there  to-night,  with,  perhaps, 
Dr.  Atthill  and  Dr.  Purefoy,  as  the  only  ones  alive  who  could 
have  been  at  that  meeting,  and  he  now  saw  before  him  a  meeting 
of  men  who  accepted  those  "  new-fangled  "  ideas  as  mere  truisms. 
He  thought  that  they  should  not  let  the  evening  pass  without 
placing  on  record  not  only  their  regret  at  the  loss  which  the 
Section  had  sustained  in  the  death  of  Sir  Arthur  Macan,  l)ut 
also  their  sense  of  esteem  for  his  memory,  and  gratitude  for  the 
part  he  took  in  sustaining  the  reputation  of  obstetrics  in  Dublin. 
He  therefore  proposed  : — 

"  That  the  Obstetrical  Section  of  the  Royal  Academy  of 
Medicine  in  Ireland  at  their  first  meeting  for  the  prcssent 
session  desire  to  place  on  record  their  regret  at  the  great 
loss  which  this  Academy,  and  especially  this  Section,  hav»> 
sustained  by  the  death  of  Sir  Arthur  Macan." 
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Dr.  Purefoy  endorsed  to  the  fullest  extent  everything  that 
had  fallen  from  Sir  William  Smyly.  Sir  Arthur  Macan  had  won 
for  himself  a  foremost  position  amongst  the  authorities  and 
exponents  of  obstetrics  and  gynaecology  in  the  United  Kingdom 
by  assiduous  hard  work  and  thoroughness,  and  the  profession  had 
sustained  a  severe  loss  in  his  death. 

Dr.  K.  H.  Tweedy  desired  to  add  his  personal  sorrow  at  the 
loss  of  Sir  Arthur  Macan  to  the  Rotunda  Hospital.  He  had  had 
the  privilege  of  first  learning  midwifery  from  Sir  Arthur  when  he 
was  Master  of  the  Rotunda,  and  he  could  tell  them  of  the  improve- 
ments wrought  in  the  hospital  during  his  time.  Sir  Arthur  had 
no  data  to  work  on,  and  the  antiseptic  methods  of  the  Rotunda 
were  worked  out  in  detail  by  him.  He  introduced  asepsis  ; 
and  they  still  had  in  the  hospital  his  charts  containing  rules 
for  abdominal  palpation.  He  curtailed  examinations  to  four  ; 
and  he  adopted  methods  of  washing  hands  and  disinfecting  in  a 
way  undreamt  of  in  the  United  Kingdom  before.  He  made 
mistakes  at  first,  but  he  eventually  evolved  a  comparatively 
perfect  system.  No  one  would  know  how  much  he  had  influenced 
medical  and  surgical  thought.  The  whole  world  had  gained  by 
the  life  of  Sir  Arthur  Macan,  and  he  hoped  they  would  all  keep 
abreast  of  the  times  to  the  last  as  Sir  Arthur  had  done. 

This  resolution  was  passed  in  silence,  all  present  scanding. 

A  Cane  of  Ectopia  Vesica}  complicating  Pregnancy. 
Dr.  Holmes  read  a  pi?per  on  the  above.      See  page  192,  ante. 

Myoma  and  Pregnancy. 
Sir  William  Smyly  read  a  paper  on  the  above.     Sec  page 
195,  ante. 


Friday,  December  11,  1908. 
The  President,  Dr.   E.  H.  Tweedy,    in  the  Chair. 

Exhibits. 

A  Modification  of  BandVs  Hollow  Sound. 

Dr.  Wilson  exhibited  a  modification  of  Bandl's  hollow  sound, 

which  did  away  with  the  difficulty  in  the  mechanical  cleaning  of 

the  instrument. 
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Dr.  E.  H.  Tweedy  considered  the  exhibit  a  great  improvement 
on  any  other  Bandl's  sound  that  he  had  seen. 

Dr.  FitzGibbon  thought  the  instrument  as  modified  would 
much  more  serviceably  carry  and  apply  whatever  fluid  was  used. 

Dr.  Ashe  said  he  had  tried  the  instrument  and  found  it  of 
use. 

(a)  Hypernephroma, 
{b)  Tumours  from  a  Case  of  Recurrent  Fibroids. 

Dr.  Tweedy  exhibited  specimens  of  above. 

(a)  A.  M.,  aged  fifty-seven,  A\-idow  ;  15-para  ;  last  pregnancy 
thirteen  years  ago. 

History. — Has  noticed  tumour  in  side  for  three  years  ;  increased 
latterly  in  size. 

Physical  Signs. — A  large  cystic  tumour,  very  fixed,  extending 
on  left  side  from  pubic  brim  to  kidney  region.  A  cord-like  mas8 
felt  through  rectum  was  diagnosticated  as  ovarian  pedicle,  and  a 
diagnosis  of  probable  ovarian  cyst  was  made.  On  opening  the 
abdomen  a  large  retro-peritoneal  cyst  came  into  view.  The  great 
omentum  surrounded  it  on  all  sides.  Numerous  adhesions  to 
intestines.  The  omentum  Avas  with  difficulty  separated,  and 
enormous  vessels  were  tied.  During  the  process  the  tumour 
ruptured,  and  about  two  pints  of  pus  escaped.  The  pedicle 
was  reached,  and  the  tumour  was  discovered  to  be  renal  in 
origin.  Pedicle  was  secured  with  catgut,  and  the  ureter  divided 
and  stitched  mto  abdominal  wall.  A  gauze  wick  was  inserted 
to  provide  an  escape  for  oozing.    Uninterrupted  recovery. 

Hypernephroma  was  a  somewhat  rare  tumour.  The  first 
case  in  which  a  kidney  was  removed,  a  diagnosis  of  ovarian  cyst 
having  been  made,  was  by  the  late  Mr.  Lawson  Tait,  and  everyone 
was  amazed  at  his  statement  that  he  believed  it  was  an  ovarian 
tumour  until  the  pathologist  told  him  it  was  a  kidney. 

{h)  Feb.  17,  1908.— M.  A.,  aged  seventy-one. 

History. — For  past  two  years  has  bled  on  and  off.  In  June, 
1^07,  bleeding  got  worse,  and  has  continued  ever  since.  Lately 
has  become  more  of  a  discharge. 

Physical  Signs. — Sloughing  polypus  protruding  from  vagina. 

Operation. — Large  amount  of  sloughing  material  taken  away 
by  vagina. 
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Patholof/ical  Reforts — Mricroscopic. — (1)  White,  rough  mass, 
size  of  hazel  nut ;  myoma  or  malignant.  (2)  White  friable  masses  ; 
necrosed  myomata.  (3)  Torn  masses  of  fibroids  ;  purulent  exudate. 
Microscopic. — (1)  Highly  cellular  tissue,  with  blood  vessels. 
Cells  show  some  irregularity  in  size,  but  are  not  decidedly 
malignant.    (2)  Necrotic  myoma. 

Nov.  10,  1908. — Complaint. — Passing  fleshy-looking  masses  by 
vagina  from  time  to  time. 

Physical  Signs. — Broad  pedicled  polypus  attached  to  anterior 
tip  of  cervix. 

Diagtwsis. — Polypus  ;  malignant  ? 

Operation. — Amputation  by  vagina. 

Pathological    Report — Macroscopic. — Soft    friable    masses. 

Microscopic. — Necrosed  fibrous  and  muscle  tissue. 

This  tumour  was  found  in  the  vagina  of  a  lady,  aged 
seventy-one.  She  had  come  to  him  ten  years  ago,  stating  that 
the  late  Dr.  Mason  had  removed  a  number  of  myomas  from  her. 
She  at  this  time  suffered  from  a  vaginal  polypus,  which  came 
away  Avithout  operative  help.  At  intervals  since  this  she  had 
returned  to  him  bringing  myomas  which  had  passed  from  her. 
In  May  last  he  removed  an  enormous  sloughing  mass,  which 
Dr.  Eowlette  said  was  possibly  maUgnant,  though  he  was  inclined 
to  think  it  was  a  myoma.  She  went  away  in  good  health,  but 
came  back  about  a  fortnight  ago  very  ill,  w'hen  he  removed  a 
similar  mass.  Again  Dr.  Rowlette  reported  it  to  be  a  myoma. 
The  woman's  uterus  was  not  bigger  than  a  shut  thumb,  and  there 
was  no  myoma  in  it,  so  far  as  he  could  now  ascertain. 

Dr.  Rowlette  said  he  had  seen  two  or  tliree  hypernephromas 
shown  by  others.  The  tumour  was  usually  situated  apparently 
in  the  kidney,  and  was  supposed  to  originate  from  the  adrenal 
body.  The  structural  connection  was  not  at  all  clear  in  most 
cases,  but,  from  the  histology  of  the  tumour,  it  more  closely 
resembled,  w'here  the  type  was  well  retained,  the  structure  of 
the  adrenal  body  than  the  kidney  itself.  Degeneration  was  fairly 
common  in  the  tumour,  but  in  the  few  instances  that  he  had 
seen  he  had  not  observed  so  much  degeneration  as  in  the  case 
before  them.  Microscopically  the  material  resembled  pus,  though 
they  were  unable  to  isolate  any  micro-organism.  It  was  difficult 
to  obtain  good  microscopic  sections  in  the  case  of  the  recurrent 
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fibroids,  as  tlie  material  from  the  tumours  was  always  necrotic  or 
semi-necrotic,  but  he  could  come  to  no  other  opinion  than  that  it 
was  necrosed  fibro-muscular  tissue.  He  found  nothing  to  suggest 
any  malignant  change. 

Dr.  Purefoy  recalled  cases  in  his  own  experience  showing  that 
what  appeared  to  be  an  ovarian  cyst  might  prove  to  be  renal. 
He  also  had  had  the  experience  of  repeatedly  removing  a  large 
sloughing  mass,  which  was  apparently  ordinary  fibro-myoma. 
He  thought  it  was  only  after  the  third  operation  that  they 
discovered  evidence  of  sarcoma.  Ultimately  he  performed 
hysterectomy,  but  the  patient  did  not  recover. 

Dr.  E.  H.  Tweedy,  in  reply,  said  the  patient  was  never  in  a 
condition  that  Avould  enable  him  to  remove  the  uterus.  She  never 
came  to  him  until  she  was  at  the  point  of  death.  His  object  then 
was  to  remove  the  mass  at  once,  and  he  was  always  convinced 
that  it  was  the  last  time  he  would  see  her. 

Intermenstrual  Pain. 
Dr.  R.  D.  Purefoy  read  a  paper  on  the  above.     See  page  206, 
ante. 

Some  Remarks  on  Intermenstrual  Pain. 
A  paper  on  the  above  subject,  by  Dr.  Spencer  Sheill,  was 
read  by  Dr.  FitzGibbon.     See  page  213,  a?<fe. 


Friday,  January  29,  1909. 
Dr.  Purefoy  in  the  Chair. 

Modified  Instruments. 
Dr.  Ashe  demonstrated  a  new  principle  for  application  to 
Bozemann's  catheter  and  Brami's  hollow  sound  by  means  of 
which  every  part  of  the  uterus  could  be  dealt  with  without  fear 
of  undue  pressure.  The  instrument  which  he  exhibited  allowed 
all  the  fluid  to  come  back,  and  with  it  the  uterus  could  be  flushed 
out.  It  was  simple  and  cheap,  and  could  bo  absolutely  sterilised. 
Dr.  Purefoy  considered  that  the  instrument  had  a  wide  range 
of  utility. 
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Adeno-carcinoma  of  the   Vulva. 

Dr.  Solomons  exhibited  specimens  of  above.  He  said  that 
adeno-carcinoma  of  the  vulva  was  such  a  very  rare  condition 
he  thought  the  case  would  be  of  interest  to  bring  before  the 
Section.  This  he  was  able  to  do  by  the  kind  permission  of 
Dr.  Tweedy,  the  Master  of  the  Rotunda  Hospital. 

M.  W.,  aged  thirty- three,  married  eight  years,  4-para,  was 
admitted  in  November,  1908,  to  the  Rotunda  Hospital.  She  had 
noticed  a  limip  in  the  vulva  two  weeks  before  admission,  and  this 
ruptured  just  before  she  entered  the  hospital.  Pruritus  was  absent. 
Patient  was  blanched  from  loss  of  blood.  On  examination  it  was 
found  that  there  was  a  large  stinking  mass  protruding  from  the 
vulva,  which  seemed  to  spring  from  inside  the  right  labium,  just 
at  Bartholin's  gland.  The  tumour  was  evidently  an  hematoma. 
On  its  removal  an  excavated  sloughing  sore  came  into  view, 
which  had  all  the  appearance  of  acute  phagedtena.  A  microscopic 
examination  showed  nothing  save  blood  clot.  The  cavity  was 
plugged  with  iodoform  gauze.  Thinking  that  perhaps  the  affection 
was  syphilitic,  the  patient  was  given  a  mixture  of  hydrarg.  per- 
chlor.  and  potassium  iodide.  Insufflation  with  calomel  was  also 
used.  Two  weeks  later,  as  there  were  no  signs  of  improvement, 
the  excavated  sore  was  opened  up,  scraped,  curetted,  and 
thoroughly  swabbed  out  with  iodised  phenol.  In  spite  of  this 
treatment,  combined  with  keeping  the  wound  plugged  with 
peroxide  of  hydrogen,  alternating  with  formalin  1  in  3,  together 
with  the  antisyphilitic  treatment,  the  phagednenic  sore  spread 
with  alarming  rapidity,  and  it  became  evident  that  a  condition 
of  malignancy  probably  existed  :  this,  despite  the  fact  that  no 
glandular  enlargement  existed  anywhere  and  the  negative  micro- 
scopic findings.  Therefore,  heroic  measures  were  considered  to 
be  indicated,  so,  under  an  amosthetic,  the  parts  were  explored, 
and  the  curette,  knife,  scissors,  cautery  and  nitric  acid  were  freely 
used  in  an  endeavour  to  stay  the  disease,  whilst  large  portions  of 
the  tissue  that  had  not  sloughed  were  removed  for  microscopic 
examination.  Although  the  infection  spread  over  to  the  other 
side,  yet  the  urethra  seemed  in  no  way  inaplicatod,  and  lay  in  the 
midst  of  the  disease  as  an  isolated  tube. 

Their  pathologist,  Dr.  Rowlette,  reported  that  the  case  was  one 
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of   adeno-carcinoma   of  the   vulva.       This   diagnosis   was   only 
arrived  at  after  he  had  cut  a  great  many  sections. 

There  were  no  apparent  primary  growths  in  any  part  of  the 
body,  and  the  only  possible  original  seat  of  the  disease  seemed  to 
be  in  Bartholin's  gland. 

Ruptured  Extra-Uterine  Pregnancy. 

Dr.  Freeland  exhibited  specimens  from  a  case  of  the  above, 
taken  from  a  patient,  thirty-five  years  old,  who  had  been 
married  fifteen  years,  and  had  had  four  children  and  four  abor- 
tions. She  had  come  to  him  two  weeks  before  complaining  of 
hfemorrhage,  and  menstruation  overdue  two  weeks.  On  examin- 
ation she  was  found  to  have  retroverted  uterus  and  a  small 
tubal  mass  in  the  left  side.  He  thought  she  had  a  tubal 
pregnancy.  She  would  not  remain  in  hospital ;  she  had  con- 
siderable pain  when  she  went  home.  She  returned  the  next  day^ 
and  the  following  Tuesday  he  operated.  On  opening  the 
abdomen  he  found  the  pelvis  full  of  blood.  The  foetus  had 
escaped  into  the  abdomen  and  was  attached  by  the  cord  to  the 
rest  of  the  ovum  in  the  tube.  The  ovary  was  left  in  position, 
and  she  had  done  very  well. 

Dr.  Purefoy  thought  it  extraordinary  that  the  loss  of  blood 
was  so  inconsiderable,  seeing  the  size  of  the  rent  in  the  tube, 
unless  the  rupture  took  place  gradually. 

Dr.  Holmes  spoke. 

Double  Pyosalpinx. 

Dr.  FitzGibbon  exhibited  specimens  of  the  above  from  a 
patient,  aged  thirty-one.  She  had  been  married  seven  years,  and 
had  had  one  pregnancy,  which  ended  at  term,  five  years  before 
the  operation  in  August  last.  She  had  been  under  observation 
eighteen  months,  and  during  that  time  very  little  change  was 
seen  in  the  pelvic  condition.  The  uterus  was  normal  in  size,  and 
hard.  On  the  right  side  there  was  a  hard  mass  pressing  down  on 
the  right  fornix,  and  on  the  left  side  they  could  make  out  a  tube 
thickened,  but  not  embedded.  Her  menstrual  periods  were 
normal,  and  she  was  very  little  troubled  until  the  last  sLx  weeks, 
when  she  developed  severe  pain.  The  abdomen  when  opened 
seemed    tolerably   normal   until  he   attempted  to    pull   up^the 
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intestines,  when  nothing  would  move,  and  he  found  the  whole  of 
Douglas's  pouch  filled  with  adherent  small  intestines.  He  got  the 
whole  of  the  tumour  out  witliout  tying  any  vessels,  as  they  had 
been  obliterated.  He  closed  the  stump  of  the  cervix  with  two 
interrupted  sutures,  and  packed  the  pelvis  with  gauze.  Two 
days  after  the  operation  the  pulse  went  up  to  110,  though  the 
temperature  neither  then  nor  subsequently  went  above  99^. 
He  withdrew  the  gauze  and  put  in  a  long  drainage  tube.  On  the 
third  day  the  pulse  climbed  gradually  up  to  160  ;  the  following  night 
it  fell  to  140.  He  then  put  in  a  shorter  tube.  She  continued  to 
improve ;  but  next  morning  he  found  a  smell  of  urine.  He  re- 
placed the  tube  with  one  of  rubber,  and  concluded  that  the 
drainage  tube  had  sloughed  through  the  bladder.  He  kept  the 
tube  in  until  he  got  a  diminution  in  the  amount  of  pus,  although 
some  still  came  away  in  the  urine.  The  patient  made  a  good 
recovery.  The  case  showed  the  danger  of  hard  drainage  tubes 
put  through  the  abdominal  wall  into  the  pelvis,  and  also  showed 
how  pyosalpinx,  which  was  obviously  chronic  for  eighteen  months, 
could  still  set  up  an  infection  of  the  pelvis,  although  it  was  stated 
that  if  left  for  twelve  months  the  pus  would  become  sterile. 

Dr.  Holmes  thought  the  absence  of  any  menstrual  history  or 
pain  was  a  most  remarkable  thing. 

Dr.  Jellett  thought  that  the  bladder  fistula  was  due  to  an 
original  extension  of  the  infection  to  the  bladder  wall  at  the  place 
where  the  two  were  adherent.  Necrotic  areas  were  frequently 
found,  and  there  was  no  reason  why  there  should  not  be  one  on 
the  bladder  muscle  that  gave  way  when  it  lost  its  support.  That 
would  account  for  the  fistula  not  having  formed  for  several  days  : 
obviously  it  was  not  made  at  the  operation. 

Dr.  Gibson  said  that  the  removal  of  the  uterus,  ovaries  and 
tubes  in  so  young  a  woman  should  not  be  performed  unless  very 
urgently  indicated.  He  was  sure,  however,  that  the  symptoms 
were  sufficiently  bad  to  indicate  operation,  and  he  appreciated 
the  impossibility  in  this  case  of  performing  a  more  conservative 
operation. 

Professor  Alfred  Smith  thought  the  drainage  should  have 
been  through  the  vagina.  He  did  not  gather  whether  the  infection 
was  pure  or  mixed.  He  thought  that  streptococci  alone  became 
so  attenuated  in  eiuhteen  months  as  to  be  harmless. 
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Dr.  Purefoy  said  he  did  not  think  there  was  any  positive 
knowledge  as  to  when  infection  became  sterile.  His  own  ex- 
perience was  that  pvosalpinx  might  remain  quiet  for  years,  and 
nnder  fresh  stimulation  might  light  up  again.  He  was  satisfied 
that  where  there  was  reason  to  believe  a  swelling  to  be  a 
pvosalpinx  it  was  always  a  possible  danger,  and  should  be  dealt 
with  in  most  cases  by  radical  operation.  Most  of  them  would  be 
inclined  to  drain  in  the  direction  of  the  vagina,  still  it  was 
surprising  what  effective  drainage  could  be  carried  on  through  the 
abdominal  wall. 

Dr.  FitzGibbok,  in  reply,  said  he  started  with  the  intention 
of  draining  through  the  vagina,  but  from  start  to  finish  he  did 
not  see  the  bottom  of  Douglas'  pouch,  and  he  had  not  the  least 
idea  where  the  ureter  was,  and  at  the  end  of  two  hours'  operation 
he  drained  in  the  easiest  direction. 

A  Short  Criticism  of  the  Radical  Cure  of  Baclnard  Displacements 
of  the   Uterus. 
Dr.  Jellett  read  a  j^aper  on  the  above.     See  page  219,.  ante. 


Friday,  March  5,  1909. 
The  President,  Dr.  E.  H.  Tweedy,    in  the  Chair. 

Fibro-cijstic  Myomatous  Uterus. 

Dr.  Alfred  Smith  exhibited  a  large  fibro-cystic  myomatous 
uterus  taken  from  a  patient,  thirty-eight  years  of  age,  who  in- 
formed liim  that  she  had  never  felt  any  inconvenience  np  to  some 
months  before  her  admission  to  hospital,  when  she  i\oticed  she 
was  getting  rather  stout.  She  was  sent  to  him  with  a  provisional 
diagnosis  of  ovarian  cyst,  and  the  clinical  featvucs  were  identical 
with  the  phenomena  obtained  in  that  condition.  On  opening  the 
abdomen  he  thought  he  had  to  deal  with  an  ovarian  cyst,  but  to 
his  astonishment  he  found  a  fibro-myoma  which  hud  undergone 
the  degeneration  seen  in  the  specimen^  giving  a  unifonu  pearly 
whiteness. 

Dr.  E.  H.  Tweedy  said  the  specimen  illusti-ated  the  difficulty 
gynaecological  diagnosis.     A  big  fibro-cystic  tumour  was  india- 
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tinguishable  from  ovarian  cyst  in  a  great  number  of  cases.  In 
examining  fer  rectum  they  could  occasionally  feel  an  ovarian 
pedicle,  and  if  it  was  absolutely  distinguished  the  diatrnosis  of 
ovarian  cyst  was  made,  but  its  absence  was  no  proof  that  they 
were  not  dealing  with  an  ovarian  cyst. 

Dr.  Smith,  in  reply,  said  he  did  not  make  any  rectal  examina- 
tion, as  the  case  seemed  perfectly  simple  and  straightforward. 

Utcnis  tcith  Larrjc  Cyst  of  Gaertner's  Duct  attached. 

Dn.  Alfred  Smith  exhibited  also  a  uterus  ^^•ith  large  cyst  of 
Gaertner's  duct  attached.  Twelve  years  previously  he  hadremoved 
what  was  called  an  ovarian  cystoma  from  the  other  side  of  the 
patient.  She  afterwards  complained  of  another  enlargement. 
He  opened  to  remove  the  cyst,  and  found  that  when  he  was  dis- 
secting it  out  from  the  broad  ligament  it  seemed  to  extend  right 
down  into  the  vagina.  When  he  separated  it  as  far  as  he  could 
he  found  that  the  uterus  had  no  support,  and  he  removed  it  along 
with  the  cyst. 

Dr.  E.  H.  Tweedy  said  he  had  operated  on  similar  tumours, 
and  had  experienced  the  greatest  difficulty  in  enucleating  them,  as 
they  not  only  went  deeply  into  tlie  pelvis  and  vagina,  but  climbed 
up  under  the  peritoneum. 

Obstetrical    and     Gj/ua;cological    Reports    of    the     Rotunda 

Hospital. 
Dr.  E.  H.  Tweedy  read  the  Obstetrical  and   Gynecological 
Keports  of  the  Rotunda  Hospital.     See  page  233,  ante. 

On  the  proposal  of  Dr.  Alfred  Smith,  seconded  by  Dr.  Neil, 
the  discussion  of  the  Reports  was  postponed  till  next  meeting  of 
the  Section. 


Friday,  April  2,  1909. 
The  President,   Dr.  E.   H.   Twekdy.  in  the  Chair. 

Uterus  removed  for  Recurrent  llcemorrhatje. 

Dr.   Purefoy   showed   a  small   uterus   removed   for  recurrent 
haemorrhage  fron   a   patient,   aged  fifty,   tlie   mother   of  some 
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children.  She  had  been  curetted  in  the  first  instance,  and  some 
thickened  membrane  had  been  removed.  Some  improvement 
was  made,  but  the  haemorrhage  recurred.  Atmocausis  was  applied, 
but  after  another  violent  recurrence  the  uterus  was  removed. 
The  specimen  showed  enormously  thickened  uterine  walls,  and 
the  position  of  the  endometrium  indicated  in  section  by  a  thin 
line  showed  almost  complete  absence  of  endometrimn. 

Dr.  Holmes  recalled  a  case  of  Sir  Arthur  Macan's  in  which  the 
ha?morrha}:e  recurred  after  atmocausis  and  hysterectomy  was 
performed.  The  vessels  of  the  uterus  were  distinctly  athero- 
matous, and  it  was  doubtful  if  atmocausis  would  cure  in  such 
a  condition. 

Dr.  Jellett  expressed  great  doubt  as  to  the  value  of 
atmocausis  in  cases  in  which  there  was  no  endometrium.  The 
hfemorrhages  apparently  came  from  blood  vessels  more  or  less 
diseased,  and  the  superficial  effect  of  atmocausis  could  not  be 
permanent.  He  did  not  see  how  a  second  application  of  atmo- 
causis Avould  produce  more  than  a  temporary  result  as  in  the 
first  application.  He  thought  there  was  nothing  left  in  such  cases 
but  hysterectomy. 

Sir  William  Smyly  said  he  saw  a  great  theoretical  difference 
between  atmocausis  and  curetting.  In  the  latter  they  removed 
the  thickened  membrane,  and  hoped  that  healthy  membrane 
would  grow.  If  not,  they  had  to  curette  again.  Atmocausis, 
however,  destroyed  the  membrane  and  tissues  of  the  uterus,  and 
the  flt'])tli  of  the  slough  depended  on  the  heat  of  the  steam  and  the 
duration  of  the  application.  If  they  did  not  get  a  sufficient  slough 
the  first  time  they  had  to  repeat  the  application.  In  an  old 
woman  the  obliteration  of  the  uterus,  which  atmocausis  was  apt 
to  cause,  was  desirable.  He  thought  it  was  a  very  good  method, 
and  it  was  not  so  severe  as  hysterectomy. 

Professor  Alfred  Smith  said  the  effect  of  atmocausis  was 
rather  speculative,  and  in  the  great  majority  of  cases  they  would 
find  the  best  treatment  to  be  removal. 

Dr.  E.  H.  Tweedy'  said  that  on  two  occasions  he  "atmocaused" 
two  young  women  twice  each,  after  they  had  been  curetted  in- 
effectively. The  atmocausis  failed  on  the  first  application  and 
succeeded  on  the  second  in  each  case.  He  seldom  "  atmocaused  " 
for  more  than  fifteen  seconds.    It  was  better  to  do  too  little  than 
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too  much,  and  on  the  second  occasion  they  might  give  twenty 
seconds  with  better  results. 

Ligature. 
Dr.  Sheill  cxliibited  an  improved  material  for  ligaturing  the 
umbilical  cord. 


FrUai/,  May  2],  1909. 

The  President,  Dr.  p].  H.  Tweedy,  in  the  Chair. 

On  Dilatations  of  the  Female  Urethra. 
Dr.  Purefoy  read  a  paper  on  above.     See  page  277,  ante. 

A  case  illustrating  the   Toxceniia    of    Pregnancy    comjlicat^'d    hy 

Rupture  of  the  Uterus. 

Dr.  Solomons  read  a  paper  on  above.      See  page  288,  ante. 


SECTION    OF    PATHOLOGY. 

PERNICIOUS   AX.EMIA. 

By  a.  R.  parsons,  M.D.,  F.R.C.P.I. ; 
Physician   to   the   Eoj'al   City   of   Dublin    Hospital. 

[Read  in  the  Section  of  Pathology,  December  18,  I'JOS.] 

Dr.  Parsons  read  the  follo^^•ing  notes  on  the  clinical  history 
of  a  case  of  pernicious  ansemia : — A.  B.,  aged  forty-five, 
formerly  a  fireman  on  board  a  cross-chamiel  steamer,  came  to  the 
Extern  Dispensary  of  the  Royal  City  of  DubUn  Hospital  on  10th 
September,  1908,  suffering  from  weakness  and  shortness  of 
breath.  His  appearance  was  so  suggestive  of  serious  illness  that 
he  was  admitted  to  the  medical  ward.  On  inquiry  he  stated 
that  four  or  five  months  ago  he  had  an  attack  of  influenza,  and 
he  attributed  the  onset  of  his  present  illness  to  starting  work 
too  soon,  because  shortly  after  resuming  work  he  felt  a  throbbing 
in  his  head,  and  he  felt  sick  till  he  sat  down.  A  little  later  he 
got  headache,  palpitation  of  the  heart,  and  weakness  in  his  legs. 
In  spite  of  these  symptoms  he  continued  at  work  for  five  weeks, 
though  he  felt  as  if  he  had  a  rope  across  his  chest  and  abdomen, 
and  as  if  his  head  were  bursting.  He  remained  at  home  for  ten 
weeks,  but  as  he  was  making  no  progress  he  came  to  the  hospital. 

Previous  History. — He  always  enjoyed  good  health,  and  had 
been  in  the  employment  of  his  present  company  for  thirty-five 
or  thirty-six  years.  Till  one  year  ago  he  acted  as  fireman  ;  more 
recently  he  has  acted  as  a  collier. 

Family  History. — Both  parents  died  aged  about  sixty  years. 
Tiie  father  succumbed  to  a  paralytic  stroke  and  the  mother  to 
an  unknown  cause.  They  had  eight  children,  all  of  whom  were 
alive  except  one  boy,  who  succumbed  to  an  accident. 
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The  patient  was  tweutv-oue  years  married.  He  had  only  one 
child,  wliich  died  at  birth. 

Personal  Habits. — He  chewed  or  smoked  three  to  four  ounces 
of  tobacco  weekly.  As  regards  alcohol,  he  was  never  a  heavy 
drinker,  and  for  the  past  three  years  had  taken  only  an  occasional 
glass  of  porter.  He  took  tea  at  every  meal ;  he  has  always  had 
a  liberal  supply  of  good  food. 

On  Inspection. — He  has  abundant  black  hair,  but  the  face  is 
pale  and  sallow-looking.  The  Hps  and  mucous  membrane  of  the 
mouth  are  very  pale,  almost  the  colour  of  the  skin  ;  the  teeth 
are  carious  in  part  and  covered  with  tartar  ;  the  ears  are  white. 
The  paniculus  adiposus  is  shght,  but  he  has  not  wasted.  The 
nails  are  white.  Veins  over  back  of  hand  were  not  visible.  Neck 
showed  marked  pulsation  ;  a  gland  on  each  side  was  palpable. 
Thorax  was  normal,  except  for  a  systolic  murmur  audible  over 
the  nxitral,  aortic  and  pulmonary  areas.  There  was  no  tenderness 
on  percussion  over  the  sternum.  Abdomen. — The  hver  was  quite 
normal ;  the  spleen  not  palpable  ;  and  a  general  examination 
disclosed  nothing  pathological.  Lower  Extremities. — Slight 
oedema  of  the  ankles  ;  a  few  cicatrices  over  the  front  of  each  tibia, 
probably  traumatic  in  origin.  The  knee  jerks  are  easily  ehcited. 
There  is  no  tenderness  on  pressure  over  the  calves  or  the  tibiae  ; 
the  inguinal  glands  are  just  palpable.  He  has  frequently  had 
oozing  of  blood-stained  fluid  from  his  gums,  and  the  bowels  are 
usually  constipated.  The  uruie  had  a  specific  gravity  of  1015  ; 
was  acid  in  reaction.  It  contained  neither  albumen,  sugar,  acetone 
nor  diacetic  acid,  and  only  a  very  small  quantity  of  indicau. 
On  admission  the  temperature  was  98°,  and  continued  in  or  about 
normal  for  a  fortnight  after.  The  pulse  during  the  same 
period  varied  from  96  to  108. 

Blood. — Shortly  after  his  admission  smear  preparations  were 
made  by  the  Resident,  Mr.  Medcalfe,  which  showed  definite 
poikilocytosis,  and  such  an  increase  in  the  white  blood  cells  as  to 
attract  his  special  attention.  No  other  changes  were  detectable 
at  this  stage  in  the  red  blood  cells.     On  the  25th  September  a 
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blood  count  was  made,  and  showed  Hb.  20  per  cent.,  red  blood 
cells  1,150,000,  colour  index -8.  Poildlocytosis  was  still  present. 
I  did  not  detect  any  nucleated  red  blood  cells,  but  with,  some 
searcliing  Dr.  O'Sullivan  found  a  few  normoblasts. 

Subsequent  History. — In  spite  of  all  we  could  do  the  course  of 
the  disease,  even  during  the  first  fortnight,  Avas  steadily  down- 
wards. He  complained  of  some  pain  in  his  right  ear,  and  on  26th 
September  pus  escaped  freely  from  the  external  ear.  His 
temperature  rose  to  101°  F.,  the  pulse  to  120.  He  became  stupid 
and  heavy  ;  his  temperature  rose  to  103°  F.  ;  he  had  a  sharp 
attack  of  epistaxis.  On  the  6th  October  he  seemed  to  be  a  shade 
better,  but  on  the  morning  of  the  7th  October  he  got  a  profuse 
epistaxis,  and  died  shortly  afterwards.  A  couple  of  days  before 
his  death  several  blood  films  were  made,  which  were  of  excep- 
tional interest,  especially  in  comparison  with  those  made  pre- 
viously, and  I  asked  Dr.  O'Sullivan  if  he  would  be  good  enough 
to  make  the  post-mortem  examination.  The  clinical  diagnosis 
was  pernicious  anaemia. 


Professor  O'Sullivan  said  that  the  appearance  of  the  organs 
at  the  post-mortem  examination  was  similar  to  that  found  in 
pernicious  ana'mia,  with  secondary  septic  infection.  The  heart 
showed  well-marked  tabby-cat  striation,  and  the  liver  contained 
a  large  quantity  of  iron  pigment.  The  bone  marrow  also  sug- 
gested pernicious  anaemia.  The  blood  was  remarkable  and  un- 
usual. The  earher  specimens  showed  a  definite  polymorpho- 
nuclear leucocytosis  and  poikilocytosis,  with  very  few  nucleated 
red  blood  cells.  The  blood  films,  made  some  days  before,  as  well 
as  those  made  after  death,  on  the  contrary,  contained  large 
numbers  of  nucleated  red  cells,  and  a  great  increase  in  the  number 
of  the  white  cells.  Among  the  latter  were  numerous  myelocytes. 
Briefly,  the  appearance  of  the  organs  suggested  pernicious 
auicmia  ;  but  the  blood  renioved  some  days  before  death  was 
much  more  hke  myelogenous  leukaemia  than  pernicious  anannia. 

Dr.  J.  Magee  Finny  thought  the  condition  during  life  pointed 
rather  to  leuka-mia  than  to  pernicious  anaemia.  Every  addition 
that  could  Ije  made  to  their  knowledge  on  the  subject  was  most 
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interesting.      In  a  case  which  he  published  many  years  ago,  the 
iron  stain  was  found  also  in  the  kidneys. 

Dr.  Moorheau  quoted  two  cases  as  showing  that  there  must 
be  a  large  number  of  cases  of  pernicious  anaemia  in  which  the 
nucleated  cells  suddenly  l)urst  out  into  the  blood  in  the  last  days 
of  life,  and  more  particularly  when  any  acute  infection  occurred. 
Dr.  Travers  Smith  said  that  if  the  man's  illness  could  be 
traced  to  mastoid  disease,  or  if  the  original  source  of  the  septic 
infection  was  in  the  middle  ear,  there  would  be  no  necessity  to 
explain  the  noatter   as  pernicious  leuksemia   or   ansemia.      An 
elevation  of  temperature  was  not  necessary  in  order  to  develop 
a  leucocytosis.     The  nucleated  red  cells  were  not  numerous,  and 
poasibly  they    and    the    myelocytes  that  appeared  were  com- 
pensatory to  the  marked  haemolysis  that  was  evidently  going  on. 
Dr.  Boxwell  referred  to  a  case  in  which  it  occiirred  to  kirn  that 
the  ansemia  was  due  to  a  parasitic  infection.     The  patient  did  not 
improve  on  treatment  with  arsenic.    After  two  months  he  suddenly 
got  much  better,  and  he  left  hospital  with  about  65  per  cent,  of 
red  cells,  and  hfemoglobin  considerably  over.    In  a  second  case 
he  found  a  number  of  things  in  the  blood  of  which  he  was  not 
sure.     They  were  like  either  lymphocytes  or  loose  nuclei.      In 
a  third  case — of  a  woman  who  got  well,  but  returned  to  hospital 
and  died — the  post-mortem  showed  uniforrcly  fatty  organs,  with 
iron  stain  in  liver,  spleen  and  kidneys.    They  all  had  bad  teeth, 
and  the  second  case  had  an  extremely  septic  condition  in  his  mouth. 
Dr.    Parsons,  in    reply,    said    the  case    presented,    from  a 
clinical  point  of  view,  what  he  would  call  the  typical  aspect  of 
pernicious  ansemia.     The  man  had  no  trouble  from  his  ears  or 
mastoid  cells.     There  were  no  ear  symptoms  whatever   until 
fourteen  days  after  admission  to  hospital,  and  he  believed  the 
infection  occurred  while  in  hospital.     The  case  might,  perhaps, 
be  put  into  the  ill-defined  group  called  lenkanfemia,  but  the 
weight  of  evidence  was  in  favour  of  pernicious  ansemia. 

Professor  O'Sullivan,  in  reply,  said  that  in  thick  parts  of  a 
preparation  the  cells  sometimes  became  shrunken  in  the  slow- 
drying,  and  it  often  became  impossible  to  distinguish  between 
a  lymphocyte  and  a  nucleated  red  cell.  The  diiliculty  did  not 
occur  in  a  thin  preparation.  There  was  no  naked-eye  appearance 
of  iron  in  the  kidneys. 

T.  X 


TUMOUR  OF   THE   BRAIN. 

By  H.  T.  BEWLEY,  M.D.,  F.R.C.P.I. ; 

Physician  to  the  Adelaide  Hospital,  Dublin. 

[Exhibited  in  the  Section  of  Pathology,  February  12,  1909.] 

Dr.  Bewley  exhibited  a  specimen  of  cerebral  tumour. 
The  patient,  a  railway  guard,  had  five  severe  epileptiform 
fits  at  intervals  between  June  and  November,  1907.  He  also 
suffered  frequently  from  a  feeling  of  tingling  in  the  left 
forearm  and  leg.  He  was  admitted  into  hospital  in  November. 
While  in  hospital  the  man  complained  of  attacks  of  a  tingling 
feeling  in  his  left  side,  which  was  relieved  by  severe  rubbing.  He 
once  got  in  hospital  an  epileptiform  fit,  beginning  in  the  left 
arm.  He  never  had  a  headache  throughout,  which  was  extra- 
ordinary. He  never  vomited  once.  He  had  no  optic  neuritis. 
Still,  they  could  not  help  thinking  that  there  must  be  a  brain 
tumour  on  the  right  side  of  the  brain,  and  from  the  frequency 
and  pronoimced  nature  of  the  attacks  they  thought  it  a  cortical 
lesion,  but  the  evidence  in  favour  of  localisation  was  not  great. 
Knee-jerks  were  absent.  There  was  no  paralysis  ;  he  could 
walk  very  well,  and  was  apparently  in  good  health.  He  was 
admitted  to  hospital  on  November  14,  and  went  home  for 
Christmas  on  December  24.  Four-  weeks  afterwards  he  returned 
a  good  deal  worse.  There  was  almost  complete  paralysis  of  the 
left  arm,  and  incomplete  paralysis  of  the  left  leg,  antesthesia 
of  the  left  arm  and  leg,  and  great  drowsiness.  The  left  side  of  the 
face  was  slightly  paralysed.  The  drowsiness  continued  and 
merged  into  coma,  and  he  died  on  February  11  comatose.  He 
hardened  the  brain  by  a  method  suggested  by  Dr.  Leeper.  He 
passed  a  large  aspirating  needle  through  the  orbit  and  back 
into  the  sub-dural  space,  and  through  it  poured  in  a  quantity 
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of  formalin.  The  brain  preserved  its  shape  exceedingly  well, 
and  the  sections  exhibited  showed  the  tumour  clearly.  The 
suspicion  that  it  was  a  cortical  lesion  was  not  correct.  It  was 
an  infiltrating  glioma,  and  was  interesting  from  the  absence 
of  the  three  cardinal  signs  of  tumour  and  from  the  history  of 
epileptiform  seizures.  The  case  showed  the  difficulty  of  diagnosis 
in  some  instance  of  brain  tumour. 


Dr.  Leeper  said  the  method  to  which  Dr.  Bewley  had  referred 
was  taught  to  him  by  Professor  Marie  at  Paris.  He  used  it 
with  satisfactory  results  in  the  case  of  insane  persons  who  were 
a  long  time  dying.  He  thought  the  epileptic  seizures  might  have 
been  due  to  multiple  thrombosis.  It  was  suggested  that  the 
blood  of  epileptics  became  more  acid  than  normal,  and  that 
thrombi  formed. 


SEPTIC  ENDOCARDITIS  STARTING  FROM  CON- 
GENITAL PULMONARY  NARRO^YING. 

By  H.  T.  BEWLEY,,  M.D.,  F.R.C.P.I. : 

Physician  to  the  Adelaide  Hospital,  Dublin. 

[Exhibited  in  the  Section  of  Pathology,  February  12,  1909.] 

Db.  Bewley  said  the  patient  was  a  young  man,  aged  thirty- 
two,  who  since  childhood  had  been  told  that  there  was  something 
wrong  with  one  of  the  valves  of  his  heart.  He  enjoyed  good 
health  until  July  or  August  last,  when  he  began  to  suffer  from 
chills  and  rigors.  These  recurred  from  time  to  time,  and  about 
September  last  he  got  some  pleuritic  trouble  on  his  left  side. 
When  in  Cork  he  suffered  from  pain  in  his  right  side,  and  Dr. 
Pearson,  of  Cork,  found  some  pleural  trouble.  He  had  a  good 
deal  of  fever.  Dr.  Pearson  found  he  had  a  loud  systolic  murmur 
heard  all  over  the  region  of  the  heart,  but  specially  loud  over 
the  second  left  costal  cartilage.  He  thought  he  had  a  congenital 
narrowing  of  the  pulmonary  orifice.  The  patient  was  afterwards 
brought  to  Dublin  and  put  under  his  care.  He  looked  badly, 
and  had  some  degree  of  irregular  temperature.  He  had  wasted 
a  good  deal.  His  liver  was  palpable,  but  seemed  fairly  natural 
in  shape.  A  trace  of  albumen  was  present  in  the  urine.  He  had 
a  very  slight  cough.  The  diagnosis  was  not  very  clear.  He 
(Dr.  Bewley)  thought  it  was  probably  general  tuberculosis,  but 
no  tubercle  bacilli  were  fomid  on  examination.  Another  possi- 
bility was  that  there  was  a  concealed  focus  of  suppuration.  Tiic 
third  idea  was  that  it  was  a  case  of  septic  endocarditis.  He  did 
not  himself  think  so,  as  there  was  no  sign  of  emboli  in  the  body. 
The  patient  became  gradually  weaker,  and  died  in  ten  days. 
When  the  heart  was  removed  he  noticed  that  the  two  ventricles 
had  appro.ximatcjy  the  same  thickness  in  the  muscular  walls.    The 
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tricuspid  orifice  was  slightly  smaller  than  one  would,  expect,  and 
rather  smaller  than  the  mitral  orifice.  In  the  right  ventricle  he 
found  a  constriction  about  an  inch  and  a  half  below  the  pul- 
monary valve.  When  they  opened  the  pulmonary  artery  they 
found,  starting  from  the  constriction  and  growing  up  to  the 
valves,  which  looked  fairly  healthy,  an  enormous  mass 
of  vegetations.  There  was  also  a  small  opening  in  the 
septum  between  the  ventricles.  The  left  side  of  the  heart  and 
the  aorta  were  perfectly  healthy.  They  found  scattered  through 
the  lungs  a  great  many  masses  of  infarcts  surrounded  by  zones 
of  infiammation  ;  one  or  two  were  breaking  down  into  little 
cavities.  The  diagnosis  was  a  slow  form  of  septic  endocarditis, 
grafted  on  a  congenital  narrowing  of  the  right  ventricle  just 
below  the  pulmonary  orifice. 


Prof.  White  said  the  sections  of  the  vegetations  under 
the  microscopes  were  crowded  mth  micro-organisms.  There 
were  present  a  diplococcus  and  a  .gxam-stainiug  bacillus. 
Inoculations  from  a  very  mixed  culture-tube  made  from  one  of  the 
infarcts  killed  two  rabbits  in  the  course  of  a  few  hours.  He 
recovered  two  organisms  from  the  animals.  He  was  almost 
certain  that  the  diplococcus  was  the  pneumococcus,  but  he  did 
not  yet  know  what  the  bacillus  was. 

Dr.  Kirkpatrick  asked  if  any  attempt  had  been  made  to 
recover  organisms  during  the  patient's  life. 

Dr.  Harvey  asked  if  Dr.  Bewley  had  any  theory  to  accomit 
for  the  vegetations  occurring  on  the  right  side  of  the  heart,  which 
might  throw  some  light  on  the  vexed  question  of  why  vegetations 
usually  occurred  on  the  left  side.  Did  he  think  it  was  due  to 
the  extra  force  of  the  blood  coming  through,  or  had  it  anything 
to  do  with,  the  aeration  of  the  blood  being  altered  by  the  com- 
munications between  the  auricles  and  ventricles  ? 

Dr.  a.  R.  Parsons  asked  if  there  was  any  evidence  of 
infection  of  the  general  systemic  circulation. 

Dr.  Bewley,  in  reply,  said  he  had  charge  of  the  case 
•only    for  ten   days,    and    during    that    time  the   patient  was 
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obviously  dying.  He  could  not  find  bacilli  in  the  sputum, 
and  he  did  not  get  any  examination  of  tbe  blood 
made.  The  condition  might  have  been  due  to  some  roughness 
about  the  constriction  and  the  increased  force.  He  did  not 
think  there  was  any  change  of  aeration.  The  pressure  on  both 
sides  was  probably  much  the  same,  so  that  there  was  evidently 
no  free  flow  of  blood  between  the  two  sides.  \\\  the  other  organs 
were  healthy ;  he  did  not  examine  the  bram.  There  was  no  trace 
of  sepsis  except  in  the  limgs. 


BRONCHIECTASIS. 
By  JAMES  LITTLE,  M.D.,  F.R.C.P.I. ; 

Regius  Professor  of  Physic,  Univ.  Dubl. ; 
Physician    to   the  Adelaide    Hospital,    Dublin. 

[Exhibited  in  the  Section  of  Pathology,  March,  12,  1909.] 

Dr.  James  Liitle  exhibited  a  specimen  of  bronchiectasis  from 
a  man  asecl  twenty-five,  a  car  driver,  who  thought  he  had  caught 
cold  when  driving  a  party  to  the  Ii\ternational  Football  Match. 
He  reniained  at  home  a  fortnight,  and  then  became  so  ill  that  he 
was  brought  to  hospital.  He  was  extremely  short  of  breath 
and  livid.  Later  he  became  breathless  to  the  last  degree,  and 
had  the  peculiar  hue  which  Dr.  Hudson  used  to  say  was  a  fatal 
hue  in  heart  disease — a  mixture  of  unaerated  blood  and  jaundice. 
He  lived  three  days  afterwards.  His  temperatm-e  was  never 
elevated,  and  his  pulse  was  always  feeble.  Six  years  previously, 
when  in  hospital  with  scarlatina,  it  had  been  noticed  that  his 
heart  was  beating  considerably  to  the  right.  When  he  exammed 
him  he  found  the  sounds  over  the  back  of  the  right  chest  were 
those  of  large  cavities  in  the  lungs.  Over  the  lower  lobe  of  the 
left  lung  there  was  dulness  on  percussion.  At  the  post-mortem 
the  heart  was  found  dragged  to  the  right  side  by  pleural  adhesions. 
Pneumococci  were  found  in  the  sputum  during  life.  The  lower 
lobe  of  the  left  lung  was  extremely  congested,  and  the  cause  of 
death  appeared  to  be  pneumonia.  The  right  lung  presented 
immensely  dilated  bronchial  tubes  in  every  part.  The  auriculo- 
ventricular  orifices  of  the  heart  were  much  dilated.  The  left 
\entricle  was  considerably  dilated  and  hypertrophied.  The  right 
ventricle  was  extremely  dilated  and  somewhat  hypertrophied. 
The  patient  brought  uj)  a  large  quantity  of  piuulent  spit,  but  it 
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was  not  offensive  in  smell,  which  was  very  strange,  as  he  could 
hardly  conceive  a  lung  less  able  to  expel  sputum  before  it  de- 
composed. 


Sir  John  Moore  said  that  if  the  bronchial  tubes  were  dilated 
throughout  their  entire  length  (cylindrical  bronchiectasis)  there 
was  less  likelihood  for  putrefaction  and  consequent  fcetor  to  occur 
than  if  dilated  through  only  a  portion  of  their  extent  (saccular 
bronchiectasis).  The  condition  of  the  left  base  looked  like 
collateral  hyperseniia  rather  than  pneumonia,  as  the  temi:)erature 
was  not  high  and  there  was  congestion,  but  not  consohdation. 


NON-PARASITIC    CYSTIC    LIVER. 
By  GEORGE  PEACOCKE,  M.D.,  F.R.C.P.I.. 

Ph3'sician  to  the  Adelaide  Hosjiital  ; 
-VXD 

PROFESSOR  J.  A.  SCOTT,  M.D., 
Pathologist  to  tlie  Adelaide  Hospital. 

[Read  in  the  Section  of  Pathology,  April   Iti,   1909.] 

S.  B.,  aged  seventy,  was  admitted  to  the  Adelaide  Hospital 
under  the  care  of  one  of  us.  It  was  stated  she  had  been 
suffering  for  the  previous  five  weeks  from  pneumonia.  Her 
condition  on  admission  was  plainly  due  to  a  failing  heart  with 
infarction  of  the  lung.  She  was  only  semi-conscious,  her  breath- 
ing of  the  Cheyne-Stokes  type,  ortho^jua'a,  deeply  blood- 
stained expectoration,  patches  of  consolidation  in  both  lungs, 
heart  sounds  feeble,  but  no  murmur  audible.  She  failed  to 
respond  to  treatment,  and  died  a  few  days  after  admission. 

At  the  'posi-mortem  we  found  an  advanced  state  of  fatty 
degeneration  of  the  myocardium,  with  several  infarctions  of 
the  lungs.  The  liver  was  rather  smaller  than  usual,  weighing 
2  lbs.  11  ounces,  and  presented  six  cysts  on  its  surface.  Two 
of  these  on  the  anterior  edge  of  the  right  and  left  lobes  measured 
2  inches  in  diameter,  and  contained  about  3i  ounces  of  fluid. 
The  other  four  were  about  one  inch  in  diameter,  and  nearly 
equidistant — one  on  the  right  edge  of  right  lobe,  two  on  the 
posterior  attachment,  and  one  on  the  left  edge  of  left  lobe.  The 
fluid  was  highly  albuminous,  and  contained  exfoliated  sheets 
of  flat  epithelioid  cells,  but  no  cholesterin  or  other  crystalline 
substances.  The  walls  of  the  cysts,  microscopically,  were 
composed  of  connective  tissue  like  the  outer  capsule  of  the  liver, 
but  a  little  thicker,  and  presumably  lined  with  the  single  layer 
of  flat  cells  found  in  the  fluid.  The  rest  of  the  liver  was  an 
advanced  case  of  cirrhosis  following  on  old-standing  cyanotic 
atrophy  with,  in  some  parts,  almost  complete  removal  of  the 
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liver  epithelium.  On  the  anterior  edge  of  the  spleen  was  a 
small  single  cyst  about  the  size  of  a  pea.  Both  ovaries  were 
cystic.  The  kidneys  appeared  normal ;  there  was  no  sign  of 
any  cystic  disease  in  either. 

Xon-parasitic  cysts  of  the  liver  belong  to  the  rarer  lesions 
of  this  organ.  In  all  the  standard  text-books  in  medicine 
there  is  little  more  than  a  passing  allusion  to  their  existence  — 
probably  because  they  rarely  give  rise  to  any  symptoms, 
and  are  not  detected  during  life  unless  they  reach  a  con- 
siderable size. 

In  the  American  Journal  of  the  Medical  Sciences  for  1906, 
Dr.  Moschcowitz,  of  New  York,  gives  a  very  full  account 
of  the  condition.  Only  eighty-five  cases,  as  far  as  he  could 
ascertain,  have  been  recorded.  "The  cysts,""  he  says,  "are 
as  a  rule  multiple,  and  are  most  abundant  in  the  zone 
of  the  liver  just  beneath  the  capsule.  They  vary  from  those 
which  are  microscopic  to  those  which  occupy  nearly  the 
entire  liver.  The  contents  of  the  cysts  are  a  clear,  water}' 
or  yellowish  browni  fluid,  containing  small  amounts  of 
albumin,  mucin,  cholesterin,  a  few  epithelial  cells,  leucocytes, 
red  blood  cells,  and  a  fairly  granular  debris.  In  no  instance 
has  bile  or  biliar}-  pigment  been  found.  The  cavity  may  be 
single  or  trabeculated."  They  occur  at  all  ages,  having  been 
found  in  the  foetus  and  newly-born,  and  from  this  up  to 
eighty-one.  The  largest  number  of  cases  has  been  found 
in  the  sixth  decade. 

Dr.  Moschcowitz  considers  the  most  striking  points  in 
relation  to  their  occurrence  are  (1)  their  almost  constant 
association  with  the  so-called  "  cystic  degeneration  '  of  the 
kidney,  and  ('!)  their  less  frequent  association  with  congenital 
anomalies  in  various  parts  of  the  body. 

As  regards  their  association  with  cystic  kidney,  he  sa^'B — 
"  1  have  been  able  to  find  in  patients  that  have  come  to 
autopsy  only  ten  cases  where  the  liver  alone  was  affected. 
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Very  rarely  it  is  associated  with  cystic  changes  in  the  lungs 
and  pancreas."' 

Dr.  Moschcowitz  embodies  the  results  of  his  investigations 
into  five  conclusions  :  — 

1.  Non-parasitic  cysts  of  the  liver  are  associated  with 
congenital  anomalies  in  other  parts  of  the  body,  especially  with 
cysts  of  the  kidney. 

2.  Such  cysts  of  the  liver  are  always  associated  with  con- 
genital anomalies  of  the  liver,  consisting  in  aberrant  bile 
ducts,  which  may  be  extra-hepatic  or  intra-heptic. 

3.  These  aberrant  ducts  are  embryonal  "rests,"'  formed 
in  the  course  of  development  of  the  liver,  and  have  thus  far 
been  found  only  in  cystic  liver  or  in  livers  associated  with 
cystic  kidney. 

4.  Non-parasitic  cysts  of  the  liver  have  their  origin  in  these 
aberrant  ducts,  and  may  assume  two  forms  ;  one  arising 
from  inflammatory  hyperplasia  of  these  ducts  ;  the  other 
by  retention  of  tluid  in  these  ducts  as  the  result  of  congenital 
obstruction. 

5.  There  is  no  valid  reason  for  classifying  these  cysts 
among  tumours. 

In  the  present  case  it  will  be  noted  that  neither  the  kidneys, 
iungs  nor  pancreas  shai  ed  in  the  disease,  but  that  the  spleen 
and  ovaries  presented  cystic  changes,  Avhile  the  single  cysts 
in  the  liver  presented  an  appearance  very  unlike  congenital 
cystic  disease  of  the  kidneys. 

Sutton  ("  Tumours  Imiocent  and  Malignant,"  190G),  states 
that  when  examined  in  the  early  stages  the  cysts  in  general 
cystic  disease  arise  in  the  bile  canals. 

Ziegler  {Lehrbuch  cler  Spez.  Path.  Anat.,  I'JOli).—"  Cysts 
of  the  liver  which  arise  through  dilation  of  the  lymphatic 
vessels  are  very  rare." 

Delafield  and  Prudden  {Path.  Anal,  d'  Hist.,  li>02)  — "  They 
do  not  appear  to  comnmnicate  with  the  gall-ducts.     .     . 
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"Their  origin  and  nature  are  not  understood,  but  they  are 
probably  congenital." 

It  is  impossible  to  state  now  the  origin  of  these  cysts.  The 
cirrhosis  has  altered  the  cells  too  much  to  trace  possible  bile 
ducts.  The  layer  of  thin  flat  cells  lining  them  suggests  a 
lymphatic  origin,  although  it  may  be  the  duct  epithelium 
profoundly  altered.  The  contained  fluid  was  very  like  that 
ordinarily  found  in  hydrocele. 

The  cyst  in  the  spleen  was  in  the  usual  situation  on  the 
edge.  The  general  consensus  of  opinion  is  that  these  are 
of  lymphatic  origin,  either  from  a  dilation  of  a  lymphatic 
vessel  or  derived  from  the  inclusion  of  a  portion  of  the 
peritoneal   endothelium. 


PATHOLOGICAL  REPORT  OF  THE  ROTUNDA 
HOSPITAL  FOR  THE  YEAR  ENDIXO  31st 
OCTOBER,   1908. 

By  ROBERT  J.  ROWLETTE,  Pathologist. 

[Read  in  the  Section  of  Pathology,  April  16,  190'.).] 

I  AM  glad  to  be  able  to  note  that  more  of  the  students  and 
medical  men  working  at  the  Hospital  have  made  use  of  the 
Pathological  Laboratory  than  in  previous  years. 

Seven  pos(-)nortem  examinations  were  made  in  the  case  of 
adult  patients.     Brief  notes  of  these  are  appended  : — 

Case  I.  (Mateniity). — Partial  autopsy.  Auiiie  F.,  aged  thirty- 
six,  died  December  23,  1907,  after  Cesarean  section.  Large 
quantity  of  blood-stained  fluid  in  abdominal  cavity;  saline;  no 
bleeding  point  discovered.  Uterus  flabby  and  soft.  All  other 
organs  healthy. 

Case  II.  (Gynsecological). — Ann  G.,  aged  thirty,  died  February 
15,  1908.  Body  emaciated.  Abdomen  flat ;  operation  wound 
healthy.  On  opening  the  abdomen  the  parietal  peritoneum  was 
found  much  thickened  and  hyper^emic,  at  least  quarter  of  an 
inch  thick.  No  tubercles  visible  to  the  naked  eye.  Great  omen- 
tum, ascending  and  descending  colon  adherent  to  anterior 
abdominal  wall.  Behind  this  mass,  and  in  front  of  the  small 
intestines,  which  were  closely  adherent,  was  a  large  cavity  contain- 
ing blood-stained  serum,  with  masses  of  clotted  serum.  Large 
niiliary  tubercles  studded  over  small  intestine.  There  were  other 
locules  of  serum  and  clot  in  peritoneal  ca\-ity. 

Uterus  small,  with  dense  peritoneal  adhesions.  Both  tubes 
showed  tubercular  thickening  with  nodules.     Ovaries  healthy. 

Kidneys  slightly  enlarged  and  pale.     No  tubercles  seen. 

Pancreas  normal. 

Spleen  congested  and  friable.  Densely  adherent  to  diaphragm 
and  surrounding  structures.     Surface  studded  with  tubercles. 

Liver  large  ;  congested  ;  fatty. 
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Lungs  small  ;  retracted.  Pleural  adhesions.  Xo  tubercular 
lesions  discovered. 

Heart. — Slight  sclerosis  of  niitral  valves.     Heart  muscle  pale. 
Pericardium  showed  small  patechise,  but  no  tubercles. 
Bronchial  and  retro- peritoneal  glands  apparently  normal. 

Case  III.  (Maternity). — A.  O'B.,  aged  twenty-five,  died  March 
10,  1909.  Peritoneum  showed  fibrinous  exudate  in  upper  region, 
\vith  adhesions.     In  lower  zone,  healthy. 

Uterus  small ;  firm  ;  healthy  inside  and  outside. 

Spleen  congested. 

Kidneys  healthy. 

Liver  soft  and  congested. 

Bacteriological  examination  discovered  streptococci  in  the 
peritoneal  exudate. 

Had  a  ^'os^colpotomy. 

Case  IV.  (Maternity). — Celia  C,  aged  forty,  died  June  18,  1908. 
Died  of  sudden  dyspnoea  nine  days  after  induced  labour. 

Fair  amount  of  fluid  in  abdomen. 

Uterus  shaggy  and  inflamed  on  inner  surface. 

Kidneys  firm ;  contracted ;  chronic  interstitial  nephritis. 

Other  abdominal  organs  healthy. 

Lungs  healthy. 

Heart  greatly  hypertrophied,  both  on  right  and  left  sides. 
Right  side  dilated  and  co)itaining  firm  ante-mortem  clot.  Mitral 
vessels  sclerosed  and  incompetent. 

Case  V.  (Gynecological). — Maria  R.,  aged  forty-eight,  died 
June  23,  1908,  eleven  days  after  operation  for  removal  of  retro- 
peritoneal sarcoma.  Two  and  a  half  years  previously  a  large 
retro- peritoneal  sarcoma  had  been  removed. 

Skin  wound  septic.  Right  flank  full  of  bioken  down  septic  clot 
and  debris,  with  gas  internxixed.  There  is  a  large  necrotic  tumour 
completely  eml)edding  the  right  kidney  and  adherent  to  the  liver. 

Kidney  sniall,  with  scar  at  upper  face.  Liver  very  congested 
and  soft. 

Lungs  and  heart  healthy. 

No  secondary  growtiis  were  found. 

Bacteriological  examination  showed  the  presence  of  Bacillus  coli^ 
with  various  saprophytic  organisms. 


liy  I)k.   U.  J.   KowLETTK.  323 

Case  VI.  (Matermty).— Mary  C,  aged  thirty-one,  died  July  1, 
1907,  sixteen  days  after  delivery. 

Pelvis  and  lower  part  of  peritoneal  cavity  filled  with  pus, 
inflammation  throughout  entire  peritoneum.  Large  abscess  in 
right  broad  ligament,  whicli  had  burst,  discharging  into  peri- 
toneum. 

Spleen  and  liver  congested  and  friable. 

Kidneys  healthy. 

Luncjs  and  heart  healthy. 

Bacteriologica]  examination  showed  the  presence  of  Staphy- 
lococcus aureus  in  the  peritoneal  cavity. 

Case  VII.— E.  G.,  aged  forty-eight,  died  24th  October,  1908, 
the  day  after  performance  of  Talma's  operation. 
Peritoneum  contained  some  fluid. 
Liver  markedly  cirrhotic. 
Kidneys  small,  contracted. 
Heart  small,  and  atrophied  ;  valves  sclerosed. 
Lungs  healthy. 

Curettings  and  other  fragments  were  examined  on  fifty- two 
occasions  for  diagnostic  purposes  :  — 

Table  I.— ExAmNAXioN  of  Ccjeettings  and  other  Frag- 
ments FOR  Purposes  of  Diagnosis. 
Endometritis        .  .     25     Fibroid  of  uterus.  .       ,3 

Endocervicitis     .  .       1     Granulation  tissue  .       1 

Placental  remains  .       2    Mastitis    .  .  .1 

Erosion  of  cervix  .       3     Tubercular  peritonitis      .       I 

Squamous   carcinoma   of  Blood-clot,  debris  normal 

cervix  .  .  .2         tissue,  &c.        .'  8 

Adeno-carcinoma  of  uterus    5 

Proceeding  on  the  same  method  of  classification  as  liereto- 
fore,  the  cases  of  endometritis  are  divided  as  follow  :  — 

Table  II. — Cases  of  Endometritis. 

Hypertrophic  or  glandular         ;  Septic  (formerlv  termed 

(mcludmg  cystic,  2)     .     16  |       "simple")    \  .3 

Interstitial  .  .       4  i  Post-abortive       .  .      2 
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The  cases  classed  as  "  interstitial  ""  are  more  numerous  than 
in  previous  years,  being  16  per  cent,  of  the  whole,  as  against 
3  per  cent,  last  year  and  8  per  cent,  the  year  before. 

The  principal  object  of  examination  of  curettings  is,  of 
course,  the  discovery  of  malignant  disease  of  the  body  of  the 
uterus.  In  nearly  every  case  the  distinction  was  easy  where 
sufhcient  of  the  tissue  was  submitted.  One  point  is  usually 
enough  to  decide  the  question — the  regularity  of  the  epithelium. 
In  endometritis  and  non-malignant  conditions  generally,  even 
if  there  be  great  proliferation  and  tufting  of  the  epithelium, 
it  is  still  quite  regular  in  its  outline.  The  basement  membrane 
is  preserved,  and  the  cells  are  regular  in  size.  In  adeno- 
carcinoma, on  the  contrary,  the  cells  are  irregular  in  size  and 
shape,  and  their  growth  tends  to  transgress  the  basement 
membrane. 

Tumours  and  operation  specimens  were  examined  in  eighty- 
four  cases  :  — 


Table   III. — Examination   of    Tumours   and    Operation 

Specimens. 


Recurrent  cyst  in  vagina 
Epithelioma  of  cervix 
Amputated  cervix 
Carcinoma   of   body   of 

uterus  . 
Sarcoma  of  uterus 
Fibre- myoma  of  uterus    . 
Mucous  polypus  of  uterus 
Adeno-myoma  of  uterus  . 
Salpingitis  and  pyo-salpinx 
Tubercular  salpingitis 
Tubal  pregnancy 


1 

28 
•1 
1 

8 

2 
1 


Ovarian  cyst 
Dermoid  of  ovary 
Abscess  of  ovary 
Carcinoma  of  ovary 
Urinary  calculus 
Hypernephroma  . 
Retro-peritoneal  lipo-sar 

coma    . 
Cholecystitis   with    gal! 

stones  . 
Lipoma  of  back 


15 
3 
1 
2 
1 


In  addition,  a  large  number  of  placentas  and  ova  and 
other  specimens  have  been  examined,  chiefly  from  the  extern 
maternitv. 
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The  case  of  recurrent  cyst  in  the  vagina  is  an  interesting  one. 
Some  months  previously  an  ovarian  cyst  of  small  size  had 
been  removed  by  the  vaginal  route.  In  October,  1907,  the 
patient  returned,  when  a  mass  of  cystic  material  was  found 
present  in  the  vault  of  the  vagina.  The  cysts  were  visible  to 
the  naked  eye,  and  were  filled  with  mucoid  material,  but  it 
was  difficult  to  obtain  good  sections  as  the  mass  was  very 
necrotic.  This  is  the  second  case  in  the  year  under  review 
where  an  ovarian  cyst  showed  the  power  of  recurrence.  The 
other  case,  that  of  E.  C,  is  described  in  the  Gynaecological 
Report. 

Squamous  carcinoma  of  the  cervix  was,  as  is  usual,  more 
frequently  met  than  adeno- carcinoma  of  the  body,  the  numbers 
being  nine  and  two.  Last  year,  curiously,  we  had  five  cases 
of  adeno-carcinoma  to  four  of  squamous  carcinoma.  In 
neither  of  the  cases  of  adeno-carcinoma  of  the  body  were  there 
fibroids  present,  nor  were  there  fibroids  in  any  of  the  cases  of 
squamous  carcinoma. 

Sarcoma  of  the  uterus  is  a  rare  condition.  In  four  years' 
work  at  the  Rotunda  Hospital  the  present  is  only  the  second 
case  encountered.  In  the  previous  case  the  sarcoma  developed 
in  a  degenerating  fibroid.  The  present  specimen  answers  the 
typical  description  of  sarcoma  of  the  uterus.  It  exactly 
resembles  a  specimen  figured  in  Cullen's  "  Cancer  of  the 
Uterus."  It  is  a  smooth,  lobulated  growth,  translucent  in 
appearance,  and  consisting  of  large  round  cells. 

Of  the  twenty- eight  fibroids  examined,  degenerative  changes 
were  noted  in  eight.  In  five  there  was  actual  slougliing  of  the 
tissue,  in  one  there  were  patches  of  fatty  softening,  and  in  one 
there  were  cystic  spaces.  In  one  there  was  a  mild  degree  of 
"  red  degeneration,"  the  condition  being  associated  with 
pregnancy. 

The  present  case  of  adeno-myoma  is  the  second  we  have  met 
in  four  years  at  the  Rotunda.  The  tumour  is  one  and  a  half 
T.  Y 
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inches  in  diameter,  and  set  in  the  wall  of  the  uterus.  In  struc- 
ture it  closely  resembles  an  ordinary  fibro-myoma,  but  it  is 
permeated  by  large  glands.  The  epitheliimi  of  these  latter  is 
quite  regular.  There  were  two  or  three  small  nodular  fibroids 
present  also.  The  previous  case  observed  was  very  similar. 
More  frequently,  however,  the  growth  is  general,  and  affects 
a  considerable  extent  of  the  uterine  wall.  It  is  probable  that 
adeno-myoma  would  be  recognised  more  frequently  if  a  careful 
microscopic  examination  were  made  of  aUJseeming  fibro- 
myomata. 

Two  of  the  cases  of  dermoid  presented  points  of  interest. 
One  contained  several  teeth,  a  condition  not  as  common  as  is 
supposed.  In  the  other  the  disease  was  bilateral,  a  condition 
probably  very  rare.  It  will  be  remembered  that  last  year  Dr. 
Andrew  Home  exhibited  to  the  Section  of  Obstetrics  two 
dermoids  from  one  patient. 

Two  cases  of  carcinoma  of  the  ovary  occurred,  both  being, 
as  far  as  could  be  ascertained,  instances  of  primary  disease. 
This  makes  a  total  of  thirteen  cases  in  the  practice  of  the 
Rotunda  Hospital  in  the  past  four  years.  In  one  of  this  year's 
cases  the  growth  was  unilateral,  and  forms  a  mass  6  inches  by  4 
by  3.  In  the  other  it  was  bilateral,  and  formed  two  large 
masses,  each  as  large  as  a  football.  In  this  case  the  growth 
was  first  noticed  a  few  months  after  marriage,  and  increased 
rapidly  in  size.  It  was  mistaken  for  pregnancy,  and  it  was 
only  when  labour  did  not  occur  at  the  expected  period  that 
the  patient  sought  advice.  In  this  case  there  were  several 
small  fibroids  in  the  uterus. 

The  hj^ernephroma  was  a  large  sac  of  pus,  wth  a  thick 
fibrous  wall.  The  wall,  on  section,  showed  groups  of  epithelial 
cells  in  irregular  arrangement ;  no  normal  kidney  was  found. 

The  retro-peritoneal  lipo-sarcoma  was  in  a  patient  who 
had  an  enormous  retro-peritoneal  sarcoma,  weighing  13  lbs., 
removed  in  October,   1905.     The  recurrent  tumour  differed 
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from  the  primary  in  having  much  less  fat  present.  In  fact,  in 
examining  the  primary  tumour,  we  had  some  hesitation  in 
declaring  it  malignant,  the  fat  being  very  plentiful.  It 
appeared  to  be  completely  encapsuled,  shelling  easily  out  of  its 
bed.  When  the  growth  recurred  it  completely  embedded  the 
right  kidney,  permeated  behind  the  liver,  and  was  adherent 
to  the  great  vessels.  It  was  soft,  and  almost  diffluent,  and 
complete  removal  was  impossible. 

The  uterine  lochia  was  examined  bacteriologically  in  thirty- 
six  morbid  cases  : — 

Table  IV. — Bacteriological  Examination  of  the 
Uterine  Lochia  in  Thirty-six  Morbid  Cases,  showing 
THE  Organisms  Observed  or  Isolated  : — 

Diplococcus  a.      : 


,,         pneumoniae 
Staphylococci 
Streptococcus 
Gonococcus 


12 

12 

6 

1 

1 


Bacillus  coli         .  .       1 

Unrecognised  bacilli  (pro- 
bably saprophytes)       .       6 
Saprophytes         .  .       2 

Negative  .  .13 

It  is  to  be  noticed  that  the  diplococcus  previously  described 
is  still  one  of  those  most  frequently  associated  with  puerperal 
sepsis,  while  the  pneumococcus  is  also  very  frequently  present. 
Tn  many  cases  the  two  were  associated.  The  case  in  which 
streptococci  were  found  was  a  severe  one,  ending  fatally. 
The  organisms  were  found  in  the  blood  some  days  before 
death.  For  the  first  time  gonococcus  finds  a  place  in  our 
tables  of  results.  Other  observers  report  it  comparatively 
frequently,  but  I  believe  there  has  been  confusion  between  it 
and  Diplococcus  a.  The  latter  is  distinguished  by  its 
ready  growth  on  agar  plates  and  by  the  fact  that  it  is  rarely 
intracellular.  Neither  has  it  the  typical  shape  of,theJgono- 
-coccus.  .  J  _  ^  J 


ABSTRACTS. 

SECTION  OF  PATHOLOGY. 

Friday,  November  20,  1908. 

The  Piesident,  Dr.  A.  R.  Parsons,  in  the  Chair. 

Double  Mitral  Lesion  :   Embolism  of  Spleen. 

Sir  John  Moore  exhibited  a  specimen  of  double  mitral  lesion. — 
E.  B.,  a  gamekeeper's  daughter,  aged  fourteen  years,  was  admitted 
to  the  Meath  Hospital  on  August  11,  1908.  She  died  on  Septem- 
ber 14.  She  had  been  seriously  ill  for  five  weeks  before  her 
admission,  complaining  of  pain  about  her  heart  and  of  short 
breath.  Her  weight  was  six  stone  and  half  a  pound.  Physical 
examination  showed  that  she  was  suffering  from  the  effects  of 
rheumatic  endocarditis,  unmistakable  evidence  that  compensa- 
tion had  failed  being  present.  As  to  the  heart  itself,  a  double 
murmur  was  audible  at  and  near  the  seat  of  impulse,  a  presystolic 
murmur  with  shght  valvular  thrill  indicating  mitral  obstruction, 
while  a  systoUc  murmur  hes-rd  over  an  extensive  area  from  the,] 
apex  beat  to  the  left  side  and  back  indicated  mitral  leakage.  The] 
latter  murmur  was  conducted  upwards  towards  the  aortic  area,'j 
where  it  was  faijitly  heard,  but  it  quite  failed  to  reach  the  carotids 
by  convection.  There  was,  therefore,  no  clinical  evidence  of 
any  lesion  of  the  aortic  valves.  The  girl  made  satisfactory 
progress  through  rest  in  bed  and  on  three-grain  doses  of  citrate 
of  iron  and  quinine,  and  ccmpensation  seemed  to  be  almost 
restored,  when  on  Friday,  September  11,  she  suddenly  becJEime 
unconscious,  and  vomited  freely.  She  soon  recovered  con- 
sciousness in  part,  that  is  in  two  hours  from  the  seizure,  but 
vomiting  recurred  at  intervals  diu-ing  the  day.  When  she] 
became  able  to  express  herself  she  complained  of  great  pain 
in  her  left  side,  but  no  pleural  rub  could  be  felt  or  heard  over  the! 


Abstracts.  329 

left  base.     The  left  eye  became  acutely  inflamofl,  aad  presented 
the  features  of  an  embolic  and  septic  panophthalmitis.     On  the 
evening  of  the  attack  the  axillary  temperature  rose  to  101.2°, 
the  pulse  to  126,  and  the  respirations  to  54  per  minute.     Next 
day  the  thermometer  did  not  rise  above  97.4°  ;  but  in  the  death- 
agony  on  the  morning  of  September  14 — about  seventy  hours 
from  the  seizure — 102.6°  was  recorded,  the  pulse  being  148  and 
the   respirations   52,     She   died  at   5   p.m.    of   the   14th.     An 
autopsy    was    made    by    Dr.    Wm.    Boxwell,    the    Assistant 
Pathologist    to    the    hospital.     He    reports    as    follows : — "  On 
opening  the  pericardium  a  small  amount  of  serofibrinous  fluid 
was  found  within  it.     The  heart  itself  was  about  normal  in  size, 
and   weighed   eleven  ounces.     The  visceral   pericardium  shows 
some  subacute  pericarditis,  especially  over  the  left  auricle.     On 
opening  the  chambers  of  the  heart,  and  washing  out  the  clots, 
the  fiist  thing  noticed  was  an  extensive  acute  vegetative  endo- 
corditis  spreading  over  the  wall  of  the  auricle,  and  continuous 
with  a  similar  condition  of  the  parietal  cusp  of  the  mitral  valve. 
The  wall  of  the  auricle  is  considerably  thiciieued  over  a  circular 
area  the  size  of  a  shilling,  and  covered  with  vegetations.     The 
auricular  ventricular  orifice  is  obstructed  by  shaggy  vegetations 
growing  from  both  cusps,  especially  the  septal  cusp.     This  cusp 
is  also  somewhat  rigid  and  distorted.     The  orifice  itself  is,  how- 
ever,  not   stenosed,   and  admits  two  fingers  freely.     There  is 
considerable  thickness  of  the  chordse  tendine?e,  pointing  to  a 
previous  chronic  inflammation.     The  changes  found  in  the  spleen 
are  also  of  some  interest.     It  is  enlarged  and  full  of  infarcts, 
some  old-standing,  others  more  recent.     One  of  them — a  large 
reddish  one — was  suppurating,  and  an  abscess,  containing  about 
an  ounce  of  thick  pus,  was  formed  between  the  spleen,  the  over- 
hanging and  adherent  liver,  and  a  peritoneal  fold.     There  was 
no  generaUsed  peritonitis.     Some  small  infarcts  in  the  kidneys, 
one  of  them  recent  and  hsemorrhagic,  were  also  noticed.     There 
was  nothing  of  interest  in  the  lungs  or  other  organs  examined." 
The  case  illustrates  the  distinction  which  may  be  drawn  between 
mitral   narrowing,    or    stenosis,    properly    so-called,   and   mitra 
obstruction  due  to  vegetations  in  and  about  what  is  roitlly  a 
dilated   mitral   orifice.     It  also  affords  a   striking   example   of 
infarction  and  of  septic  embolism  of  the  spleen. 
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Sir  Christopher  Xixox  said  he  differed  from  Sir  John  Moore 
in  the  distinction  he  had  made,  because  he  ought  to  take  into 
consideration  not  merely  the  auriculo-ventricular  ring,  but  also  the 
condition  of  the  two  flaps  of  the  mitral  valve  in  relation  to  the 
ring  in  judging  whether  stenosis  or  obstruction  existed.  The- 
specimen  seemed  to  illustrate  the  funnel-shaped  mitral  valve.  The- 
two  segments  of  the  valve  were  extremely  thickened  and  rigid, 
and  it  was  quite  intelhgible  that  in  the  mechanism  of  the  move- 
ment of  the  valve  the  flaps  could  not  be  separated  from  each 
other.  They  therefore  constituted  a  distinct  process  of  stenotic 
disease,  inasmuch  as  they  narrowed  the  orifice  through  which 
the  blood-stream  passed.  The  only  condition  in  which  he  could 
conceive  distinct  obstruction  without  any  narrowing  of  the 
orifice  of  the  mitral  valve  was  that  mentioned  by  Austin  Flint 
in  cases  of  aortic  regurgitation,  where  the  anterior  current  of  the 
mitral  valve,  during  the  aortic  reflux,  pressed  against  the 
posterior  current,  and  so  opposed  the  passage  of  the  blood 
through  the  auricle  to  the  ventricle.  He  thought  it  was  a  matter 
of  experience  that  the  murmur  was  extremely  rare.  He  had 
frequently  found  a  distinct  apparently  mitral  presystolic  mur- 
mur which  was  really  the  murmur  of  aortic  regurgitation,  and 
that  was  the  miu-mur  which  he  conceived  Austin  Flint  mistook 
for  a  direct  mitral  murmur.  He  could  not  fancy  that  a  per- 
fectly unaltered  structure  being  simply  pressed  over  against 
the  mitral  orifice  would  give  rise  to  a  direct  murmur  of  mitral 
obstruction. 

Dr.  a.  H.  White  pointed  out  that  there  was  also  a  localised 
pericarditis  in  the  auricular  part,  as  the  inflammation  involved 
the  whole  thickness  of  the  auricular  wall. 

Sir  John  Moore,  in  reply,  said  it  was  not  possible,  until  the 
seizure,  to  palpate  the  spleen  under  the  left  ribs.  The  area  of 
splenic  dulness  seemed,  to  a  certain  extent,  eixlarged.  Failing 
to  find  any  pleural  rub,  it  seemed  evident  that  the  pleura  was- 
not  the  seat  of  the  pain.  The  temperature  was  steady  until 
the  last  three  days.  He  granted  a  certain  amount  of  rigidity 
about  the  valves,  but  the  vegetations  that  projected  from  the 
opening  suggested  much  more  mechanical  obstruction  by  them- 
selves than  one  due  simply  to  narrowing. 
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Unusual  Thyroid  Tumour. 

Mr.  L.  G.  Gunn  exhibited  an  unusual  thyroid  tumour,  which 
presented  a  perfectly  smooth  surface  outside.  On  cutting  into 
it  it  had  the  appearance  of  tuberculous  affection,  but  the  main 
thing  that  struck  one  was  that  quite  large  areas  of  calcification 
had  taken  place  in  the  gland  itself.  About  two  months  had 
elapsed,  and  the  patient  showed  no  signs  of  myxoedema  occur- 
ring. In  some  cases  the  entire  thyroid  had  been  removed  without 
its  occurrence.  The  sections  under  the  microscope  gave  the 
impression  that  a  carcinomatous  change  had  taken  place  in  the 
gland. 

Sir  Christopher  Nixon  thought  it  was  recognised  not  to  be 
a  justifiable  procedure  to  remove  the  thyroid  as  a  whole  from  the 
inevitable  occurrence  of  myxoedema,  as  pointed  out  by  the 
experiments  of  Horsley  on  monkeys.  In  Mr.  Gunn's  case  there 
might  be  an  accessory  gland,  which  would  prevent  the 
myxoedema  occurring. 

Professor  Scott  said  one  section  appeared  to  be  normal, 
but  the  other  had  a  patch  which  might  be  anything.  The  gland 
was  certainly  not  normal. 

Dr.  a.  H.  White  said  the  second  section  looked  somewhat 
suspicious,  but  he  would  not  Hke  to  say  definitely  that  it  was 
mahgnant. 

Mr.  Gunn,  in  reply,  said  he  did  not  thiiik  it  necessarily  followed 
that  the  entire  removal  of  the  gland  would  be  followed  by  dis- 
astrous results.  He  did  not  tliink — in  reply  to  a  question  by 
Dr.  Earl — that  the  areas  of  calcification  were  true  bone.  Professor 
White  was  incUned  to  agree  mth  his  view  that  the  tumour  looked 
ugly,  and  that  the  patient  was  better  without  it. 

Sarcoma  of  Intestine. 
Dr.  Rowlette  exhibited  a  specimen  of  sarcoma  of  the  intestine. 
It  was,  he  said,  rather  a  rare  disease.  The  specimen  was  removed 
fost-mortem  from  a  little  girl  of  four  years  of  age.  Eight  or  nine 
months  ago  she  had  been  admitted  to  hospital  with  a  good  deal 
of  ascites.  She  was  then  thought  to  be  suffering  from  tubercular 
peritonitis.  About  a  month  ago  she  returned  to  hospital  with 
ascites,  and  a  tumour  could  be  felt  in  the  ileo-cnecal  region.  She 
died,   and   a    post-mortem    was   performed.     A   large   nxass    was 
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removed,  having  a  very  diffuse  growth,  which  showed  the  usual 
translucent  homogeneous  appearance.  Elsewhere  in  the 
peritoneum  a  small  mass  was  discovered  in  the  left  pelvic  region. 
There  was  also  a  mass  of  small  size  growing  from  the  fundus 
of  the  uterus,  and  several  tumours  were  in  the  liver  and  gall- 
bladder. The  lungs  did  not  present  any  secondary  masses.  A 
microscopic  section  showed  it  to  be  a  typical  round-cell  sarcoma. 
The  case  illustrated  the  clinical  difficulty  of  diagnosticating 
between  malignant  disease  affecting  the  peritoneum  and  tuber- 
cular peritonitis. 

Mr.  Gunn  exldbited  a  specimen  of  a  similar  case  involving 
the  bladder.  The  patient  was  a  woman  of  fifty-eight,  and  there 
were  no  means  of  Imo^ving  how  long  the  tumour  had  been  present, 
as  it  was  quite  painless  and  -without  any  symptoms,  and  had 
been  discovered  only  by  accident.  On  operating  for  its  removal 
it  was  foimd  to  be  invading  the  abdominal  wall  from  the  large 
intestine.  It  also  involved  the  upper  part  of  the  bladder  to  a 
certain  extent.  The  bladder  appeared  to  be  a  good  deal  intiaraed, 
and  it  was  remarkable  that  there  was  no  albuminuria  or  bladder 
symptoms.  The  intestine  was,  to  some  extent,  narrowed  and 
distorted,  yet  there  were  no  bowel  symptoms.  The  operation 
was  very  severe,  and  the  patient  only  Uved  two  or  three  days 
after  it. 

Abscess  in  Brain. 

Dr.  Boxwell  exhibited  a  specimen  showing  an  abscess  in 
the  left  temporo-sphenoidal  lobe.  The  patient  from  whom  the 
specimen  was  taken  was  a  man  admitted  to  the  Meath  Hospital 
under  Mr.  Taylor's  care  on  Thursday,  November  5,  1908.  The 
history  of  the  patient,  obtained  subsequently,  was  that  he  had 
suffered  from  a  double  suppurative  otitis  media  from  the  age  of 
seven,  and  had  continued  to  suffer  for  eight  or  nine  years.  The 
discharge  then  ceased,  first  on  one  side  and  then  on  the  other, 
and  he  remained  free  from  any  sign  of  ear  trouble  until  seven  or 
eight  months  ago,  when,  without  any  cause  so  far  as  ho  knew, 
both  ears  began  to  discharge  again.  He  came  to  the  Meath 
Hospital  from  Cork  Street  Fever  Hospital,  where  he  had  been 
undergoing  treatment  for  typlioid  fever.  During  convalescence 
ho  complained  of    headache  for  two  or  three  diiys,  and  then 
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vomited  almost  incessantly  for  a  day  and  a  half.  The  character 
of  the  vomiting  was  cerebral.  The  discharge  still  continued. 
The  optic  discs  were  examined,  but  no  evidence  of  "  choked  disc  " 
could  be  detected.  On  the  Sunday  or  Monday  previous  to  his 
admission  to  the  Meath,  Dr.  Da  vies,  assistant  to  Dr.  Day,  noticed 
some  defect  of  memory,  which  was,  however,  only  transitory. 
The  patient  had  forgotten  where  he  lived  and  what  brought  him 
to  the  hospital.  The  eyes  were  again  examined,  but  nothing 
abnormal  could  be  seen.  The  pulse  varied  from  76  to  86  to 
the  minute.  The  tension  was  nornxal,  and  the  temperature 
was  98°.  When  first  seen  at  the  Meath  Hospital  the  above  his- 
tory was  not  available,  but  the  discharge  from  both  ears  was 
evident.  The  patient's  intellect  seemed  quite  clear.  He 
answered  correctly,  but  with  the  faintest  possible  suspicion  of 
hesitation  or  slowness.  There  was  no  complaint  whatever  of 
headache,  even  on  inquiry.  He  denied  having  vomited,  and  said 
any  headache  he  had  previously  suffered  from  was  trifling.  The 
pupils  on  both  sides  were  quite  norroal,  and  reacted  readily  to 
hght.  The  reflexes  in  both  arms  and  legs  seemed  normal.  There 
was  no  impairment  of  movement  of  the  eyeballs.  No  tender- 
ness or  firm  pressure  anywhere  over  the  head,  and  no  pain  or 
tenderness  complained  of  on  percussion  over  either  side  of  the 
head.  Temperature,  97.8°  ;  pulse,  80  ;  tension  normal.  Hearing 
that  both  optic  discs  were  that  morning  found  normal,  no  further 
ophthalmoscopic  examination  was  made.  The  condition  re- 
mained unchanged  for  the  next  two  days.  It  was  on  Saturday 
night  at  9  30  p.m.  that  the  clear  history  of  loss  of  memory  and 
vomiting  was  first  obtained  from  Cork  Street,  and  so  it  was 
determined  that,  if  the  patient's  condition  was  no  better  next 
morning,  an  operation  should  be  performed.  On  Sunday  at 
2  a.m.  he  became  comatose,  and  in  this  condition  he  was  found 
by  Mr.  Taylor  at  10  a.m.  Pulse,  76  ;  respirations  quiet.  Touch- 
ing his  head  anywhere  caused  him  to  move  the  right  leg  and  right 
arm.  There  was  no  attempt  at  all  to  move  either  of  the  left 
limbs.  The  head  was  also  turned  to  the  left  side  on  touching 
the  left  side  of  his  head.  He  was  trephined  at  once  over  the  left 
temporo-sphenoidal  lobe.  This  site  was  selected  on  account  of  the 
history  of  loss  of  memory  roticed  earlier  in  the  case,  aud  on 
account  of  the  slight  dilHculty  it  was  thought  he  exhibited  on 
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pronouDcing  his  words  ou  the  evening  he  was  admitted.  A 
large  abscess  was  readily  found  and  drainage  provided.  The 
pulse  at  once  ran  up  to  140.  The  temperature  one  and  a  half 
hours  after  Avas  101°,  but  he  remained  comatose  with  mdely 
dilated  pupils.  At  6  p.m.  his  temperature  was  105°,  pulse  130-40. 
Next  morning  his  condition  was  just  the  same,  and  he  died 
comatose  twenty-four  hours  after  operation.  Autopsy — 
temporo-sphenoidal  abscess. 


Fridmj,  December  18,  1908. 
The  President,  Dr.  A.  E.  Parsons,  in  the  Chair. 

Pernicious  Anoemia. 

Dr.   a.   R.    Parsons    read    notes   on    a    case   of  above.      See 
page  306,  ante. 

Tuberculosis  of  Lungs,  tvilh  Tuberculous  Tumour  in  Cerebellum. 

Dr.  O'Carroll  read  notes  of  a  case  of  above  in  a  girl  of  nine- 
teen, who  was  admitted  to  the  Whitworth  Hospital  on  May  12. 
From  Cliristmas,  1907,  she  began  to  have  dimness  of  sight,  and 
later  complained  of  occipital  headache  and  vomiting.  Her  sight 
became  worse.  There  was  no  relation  between  the  vomiting  and 
food.  The  tongue  was  protruded  slightly  to  the  right.  There 
was  no  marked  difference  jn  the  expression  of  the  two  sides  of 
the  face.  She  was  quite  intelligent ;  her  speech  was  slow  and 
slightly  slurring.  There  was  no  discharge  from  the  ears.  Both 
knee-jerks  were  well  marked.  There  was  no  actual  w^asting  of 
Hesh,  and  the  menstrual  function  was  right.  She  improved  very 
much  in  hospital;  but  in  October,  during  his  absence  from  to^^^l, 
she  complained  of  headache,  and  had  bleeding  from  the  nose. 
Her  tem])crature  rose ;  she  became  somewhat  comatose ;  and 
lumbar  puncture  was  performed  on  November  9,  about  thirty 
cubic  cortimctres  of  fluid  being  withdrawn!.  She  improved  a 
little  for  a  few  hours,  but  died  on  November  16,  after  several 
days  in  a  state  of  coma. 

Dr.  Purser  said  that  during  the  performance  of  lumbar 
puncturt'  hIic  shrieked  witli  headache,  but  it  ceased  in  about  ten 
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minutes.  At  the  fost-mortem  the  only  organs  showing  disease 
were  the  cerebellum  and  the  lungs.  He  was  aware  that  the  upper 
lobe  of  the  right  lung  was  consolidated,  but  he  was  not  aware  of 
anything  being  wrong  with  the  left  lung.  In  it,  however,  they 
found  an  enormously  thickened  pleura,  and  the  whole  lung  was 
riddled  with  cavities.  It  was  most  remarkable  that  with  such 
extensive  disease  of  both  lungs  there  should  be  so  little  symptoms. 
The  patient  at  no  time  had  any  cough. 

Sfecitnens  from  a  Case  of  Rickets. 
Dr.  Purser  exhibited  specimens  of  a  case  of  rickets  from  a 
child,  aged  fourteen  months,  w-ho  had  been  sufiering  from 
measles,  and  had  died  from  bronchial  pneumonia  following 
measles.  There  were  marked  symptoms  of  rickets  in  the  wrists, 
ribs,  and  cranium.  It  was  rather  unusual  to  see  the  changes  in 
the  ribs,  and  still  more  so  in  the  skull,  which  showed  enormous 
thickening  of  the  parietal  bones. 

Carcinoma  of  Stomach  and  Liver. 

Dr.  Earl  showed  specimens  of  carcinoma  of  the  stomach  and 
liver  taken  from  a  woman  who  had  been  in  hospital  only  a  lew- 
hours.  At  fost-moriem  the  Uver  was  found  very  much  enlarged, 
and  it  contained  so  many  nodules  of  cancer  that  at  first  sight  it 
looked  somewhat  difierent  from  the  ordinary  secondary  cancer 
of  the  liver.  He  found  in  the  stomach  an  ulcer,  which  lay  on  the 
posterior  wall  over  the  pancreas.  Tart  of  tb.e  edge  of  the  ulcer 
was  sharply  cut  and  terraced.  He  could  find  no  other  cancer  in 
the  body  as  a  primary  cause. 

Dr.  Travers  Smith  said  the  woman  was  aged  thirty-six. 
She  complained  of  violent  pains  in  her  epigastrium,  which  had 
come  on  two  days  previously,  but  before  that  she  had  had  na 
stomach  symptoms.  She  had  taken  a  considerable  quantity  of 
alcohol,  but  there  was  no  ascites  present.  He  examined  her  for 
a  primary  carcinoma,  but  found  none. 

Note  on  Bismuth  Poisoning. 

Mr.  Gunn  read  a  note  on  bismuth  poisoning. 
Dr.  Walter  Smith  recalled  the  history  of  the  toxicology  of 
bismuth.    Apart  from  its  simple  mechanical  effects,  observations 
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from  a  physiological  point  of  view  sliowecl  that  it  prcdiiced  the 
phenomena  of  initant  poisoning.  There  were  abundant  experi- 
ments showing  that  bismuth  produced  just  the  symptoms  to  be 
expected  from  its  alliance  with  the  arsenic  and  antimony  groups. 
There  were  several  deaths  on  record,  so  that  it  was  a  drug  not  to 
be  used  recklessly,  and  he  thought  the  surgeon  should  desist  from 
using  the  sub-nitrate. 

Dr.  Hayes  said  a  good  many  cases  of  poisoning  had  been 
recorded  by  radiographers  from  the  use  of  the  sub-nitrate. 
Patients  had  died  of  overdosing,  and  the  deaths  were  said  to 
be  due  to  the  toxic  effects  of  the  nitric  acid  liberated.  The  shadow 
of  the  nitrate  was  denser  than  that  of  the  carbonate. 

Mr.  Gunn  replied. 


^Friday,  February  12th,  1909. 
The  President,  Dr.  A.  E.  Parsons,  in  the  Chair. 

Tumour  of  tie  Brain. 
Dr.  Bewley   exhibited   a  specimen  of  above.      See  page  310, 
ante. 

Septic  Endocarditis  starting  from  Congenital  Pulmonary  Narrowing. 

Dr.  Bewley  exhibited  a  specimen  of  above.    See  page  312, 
ante. 

Duodenal  Ulcer. 
Dr.^James  Little  exhibited  a  specimen.  The  patient  was  of 
the  age,  about  sixty,  when  duodenal  ulcers  were,  in  his  experience, 
most  frequently  seen,  and  he  thought  that  nearly  all  he  had  seen 
had  been  in  men,  and  he  had  seen  more  in  private-thun  in  hospital 
practice.  The  man  was  well  nourished  and  healthy-lookinir, 
but  for  five  or  six  months  he  had  been  subject  to  abdominal 
pain  which  was  in  proportion  to  the  solidity  of  the  food  he  took. 
The  pain  was  rather  to  the  right  of  the  umbilicus.  About  ten 
days  before  admission  to  hospital  he  had  two  bleedings  from  the 
bowels,  but  he  did  not  seem  to  think  himself  very  ill.  After 
three  or  four  days  in  hospital  he  passed  the  half-full  of  a  chamber 
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vessel  of  bright-coloured  blood,  which  looked  as  if  it  had  escaped 
from  the  intestine  not  very  far  up.  No  trouble  was  found, 
however,  in  the  rectum  or  descending  colon.  He  had  a  further 
bleeding,  and  later  he  suddenly  vomited  for  the  first  time  a  larue 
amoimt  of  blood.  On  the  same  evening  he  had  another  larye 
hpemorrhage,  and  died  an  hour  or  two  afterwards.  At  the  post- 
mortem they  found  a  duodenal  ulcer,  and  the  cause  of  death  was 
the  rupture  of  an  artery  in  the  floor  of  the  ulcer,  which  really 
was  the  head  of  the  pancreas.  He  had  never  before  seen  death 
under  the  same  circumstances.  There  was  a  second  ulcer  in  the 
duodenum. 

Dr.  a.  E.  Parsons  asked  if  the  man  had  exhibited  any  symptoms 
of  hunger-pain. 

Mr.  Wheeler  said  he  had  had  five  cases  recently  ;  one  was 
verified  by  post-mortem  and  four  by  operation.  All  were  past 
middle  life,  but  none  of  the  age  of  sixty.  In  four  out  of  five  duo- 
denal ulcer  was  diagnosticated  chiefly  on  accoimt  of  the  hunger- 
pain  which  came  on  generally  on  the  right  side  about  four  hours 
after  food,  and  was  reUeved  by  eating  sometlung.  Vomiting 
was  irregular,  and  had  no  relation  to  food.  In  the  fifth  case  the 
ulcer  had  perforated  when  the  abdomen  was  opened,  and  was 
not  diagnosticated  ;  the  duodeniun,  was  practically  rotten  and 
leaking. 

Mr.  Stokes  said  Mayo  found  that  69  per  cent,  of  ulcers  were 
duodenal,  and  in  males  the  proportion  was  still  higher.  Gastric 
ulcer  was  rather  commoner  in  females.  The  himger-paia  was 
fovmd  in  any  lesion  of  the  middle  gut. 

Dr.  Moorhead  said  that  of  two  cases  of  duodenal  ulcer  he  had 
seen  one  in  a  woman  aged  fifty.  The  typical  hunger-pain  was 
present.  The  ulcer  was  found  by  operation,  and  a  complete  cm-e 
was  effected.  The  other  case  was  a  young  man,  aged  twenty-two, 
who  never  had  the  hunger-pain.  He  had  s}Tnptoms  of  perfora- 
tion, and  a  perforated  duodenal  ulcer  was  fomid  on  operation. 

Dr.  Cahill  said  the  age-limit  was  probably  the  final  crisis 
after  a  chronic  trouble  of  many  years,  so  that  duodenal  ulcer 
began  much  earlier  than  was  usually  thought.  The  himger-pain 
was  found  in  several  other  conditions.  A  delinire  lime-relation 
could  be  found  by  giving  the  patient  something  indigestible, 
like  pork,  to  delay  the  pain. 
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Dr.  Little,  in  reply,  said  he  had  no  doubt  that  the  hunger- 
pain  was  clinically  important,  but  it  was  certain  that  it  was  not 
so  pathognomonic  as  it  was  supposed  to  be. 

Tumour  of  Brain. 

Dr.  Little  also  exhibited  a  specimen  of  cerebral  tumour 
taken  from  a  girl  seventeen  years  of  age.  She  had  come  to 
hospital  about  ten  days  ago,  having  sickened  and  vomited  on  the 
Friday  previous  to  the  Tuesday  on  which  she  was  admitted. 
On  the  Sunday  she  became  unconscious.  She  was  unconscious 
on  admission,  and  appeared  to  have  paralysis  of  both  sides  of  the 
body.  She  had  very  strongly  contracted  pupils,  and,  remember- 
ing a  similar  circumstance  in  a  case  many  years  ago,  he  made  a 
diagnosis  of  a  pons  lesion.  He  made  a  post-mortem,  and  in 
the  centre  of  the  pons  he  found  a  haemorrhage  as  big  as  a  marrow- 
fat pea. 

Professor  Scott  said  it  was  a  pure  hsemorrhage,  but  not  of 
an  ordinary  type.  Nearly  every  arter}'  appeared  to  have 
weakened  walls,  and  the  apparent  tumour  was  made  up  of 
innumerable  discrete  hccmorrhages. 

Stenosis  of  Tricusfid  and  Mitral  Orifices. 

Dr.  Coleman  exhibited  a  heart  with  stenosis  of  tricuspid 
and  mitral  orifices.  The  patient  was  a  girl  about  twenty-four. 
She  had  a  history  of  attacks  of  rheumatic  fever.  She  was  admitted 
to  hospital  about  six  months  ago,  and  died  in  five  months.  The 
prominent  symptoms  were  dyspna^a,  cyanosis,  and  some  a^dema, 
and  two  or  three  weeks  before  she  died  she  had  embolism  of  the 
right  femoral  artery,  and  in  the  case  of  the  brachial  artery  the 
nutrition  of  the  limb  was  retained,  but  she  got  gangrene  up  to 
the  knee  in  the  right  leg,  and  amputation  was  performed.  He 
diagnosticated  mitral  stenosis  from  the  physical  symptoms.  An 
unusual  point  was  that  the  pre-systolic  murmur  was  heard  over 
a  more  extensive  area  than  usual.  A  thrill  was  present,  but  only 
over  the  mitral  area.  She  was  found  at  the  fost-mortem  to  have 
well-marked  mitral  stenosis.  The  mitral  orifice  was  reduced  to 
a  mere  slit,  and  she  had  considerable  stenosis  of  the  tricuspid. 
In  addition  she  had  recent  vegetations  on  the  aortic  cusps. 

Dk.  Uewlev  and  Dr.  Little  recalled  similar  cases. 
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Friday,  March  12,  1909. 
The  President,  Dr.  A.  R.  Parsons,  in  the  Chair. 

Bronchiectasis. 
Dr.  James  Little  exhibited  a  specimen  of  above.      See  page 
315,  ante. 

Cerebral  Tumour. 

Dr.  Coleman  exhibited  a  brain  tumour  from  a  girl  aged  twenty- 
five.  For  about  six  months  previous  to  her  admission  to  hospital 
last  month  she  had  suffered  from  persistent  headache,  and  for 
the  last  three  or  four  months  from  occasional  vomiting.  On 
examination  she  had  paralysis  of  the  right  external  rectus,  and 
double  optic  neuritis.  To  relieve  the  headache  and  pressure  he 
performed  lumbar  punctiire,  and  removed  under  considerable 
pressure  19  cc.  of  practically  normal  fluid.  She  died  a  week 
afterwards  of  gradually  progressing  dulness  passing  into  coma. 
At  the  post-mortem  a  large  tumour  was  found  involving  the 
right  frontal  lobe  of  the  brain.  It  was  distinctly  circumscribed, 
and  could  easily  shell  out  of  the  brain  substance.  Microscopi- 
cally it  was  a  sarcoma.     There  were  no  localising  symptoms. 

Dr.  a.  R.  Parsons  recalled  a  similar  case  in  which  there  was  no 
paralysis,  but  a  marked  alteration  in  the  mental  condition  of 
the  patient.  Before  he  died  he  developed  paralysis  on  one  side 
of  his  body. 

Mr.  Wheeler  said  the  specimen  was  encouraging  to  the 
surgeon,  as  there  was  no  doubt  the  tumour  could  be  successfully 
removed  if  it  could  be  diagnosticated. 

Dr.  Coleman  replied. 

Polyserositis. 
Mr.  W.  I.  DE  C.  Wheeler  exhibited  organs  from  a  case  of 
polyserositis.  The  patient,  a  man  aged  thirty-four,  had  been 
sent  from  Galway  with  a  large  ascites.  He  was  fairly  healthy 
and  had  no  other  symptoms.  Two  years  previously  he  had  had 
his  right  pleura  tapped,  and  when  he  came  to  hospital  a  small 
left  pleural  efEusion  was  found  and  tapped.     The  ascites  increased 
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in  hospital.  Ten  days  after  admission  the  abdomen  was  opened. 
Covering  the  liver  there  was  a  thick  capsule,  and  over  it  there 
were  little  dips  as  if  peas  had  been  pressed  into  the  surface  of  it. 
The  liver  was  not  cirrhosed.  There  were  adhesions  between 
the  great  omentum  and  the  abdominal  wall.  The  Talma- 
Morison  operation  was  performed.  No  signs  of  tubercle  were- 
found,  and  there  was  no  growth  of  any  kind.  The  operation 
seemed  to  relieve  the  ascites,  and  he  lived  eight  weeks.  He  was 
tapped  only  once  after  it,  and  a  very  small  quantity  of  fluid 
was  found. 

Dr.  Harvey  said  that  on  openiag  the  abdomen  ouly  a  small 
quantity  of  fluid  was  seen,  but  a  considerable  amount  was  after- 
wards found  shut  off  by  intestiual  adhesions.  The  peritoneum 
covering  the  intestines  was  everywhere  thickened,  and  in  places 
an  abundance  of  comparatively  recent  fibrin  was  matting  the 
coils  together.  The  liver  was  covered  with  a  thick,  opaque 
white  capsule,  in  which  irregular  pits  were  seen,  giving  somewhat 
the  appearance  presented  by  snow  on  which  drops  of  water  is 
sprinkled.  The  surface  of  the  spleen  was  somewhat  similar. 
The  cut  surface  of  these  organs  was  scarcely,  if  at  all,  abnormal. 
The  spleen  was  perhaps  a  little  tough,  but  not  at  all  markedly 
cirrhotic.  The  kidneys  were  normal  iu  macroscopic  appearance  ; 
their  capsules  stripped  easily.  The  thoracic  viscera  were  densely 
adherent  to  themselves  and  to  the  parietes.  It  was  found 
possible  after  some  time  to  isolate  the  left  lung  which,  in  addition 
to  general  adhesions,  was  firmly  attached  to  the  diaphragm  by 
a  dense  finger-like  process.  The  pleura  was  enormously  thickened, 
and  the  whole  lung  when  removed  looked  rather  like  an  enlarged 
spleen.  It  was  not  possible  to  separate  the  heart  and  pericardium 
from  the  right  lung.  The  pleura  was  not  so  extremely  dense 
as  that  on  the  left  side,  and  the  right  pleural  cavity  contained  a 
considerable  amount  of  fluid.  The  pericardium  was  greatly 
thickened  and  closely  adherent  everywhere  to  the  heart.  On 
section  it  has  a  dense  cartilaginous  appearance.  The  heart  is 
somewhat  atrophic,  the  endocardium  normal.  Inoculations 
were  made  from  the  centrifuged  fkiid  in  the  pleural  and  peritoneal 
sacs  into  four  guinea-pigs,  but  without  result.  Microscopic 
sections  show  the  organs  to  be  remarkably  free  from  cirrhosis 
except    immediately    beneath    the    thickened    capsules.     These 


Abstracts.  341 

latter  uie  formed  of  a  dense  connective^tissue  which  has  under- 
gone hyaline  change.  The  organs  themselves  are  fairly  normal, 
but  for  congestion  and  some  parenchymatous  degeneration  to 
be  seen  in  the  liver  and  kidneys.  Part  of  the  left  lung  near  the 
pleural  surface  shows  collapse  with  fibrosis,  while  portions  of  the 
right  lung  are  emphysematous.  To  sum  up,  the  organs,  with  the 
exception  of  the  above-mentioned  changes,  were  healthy,  while 
their  serous  coverings  were  immensely  thickened,  and  such 
serous  cavities  of  the  body  as  were  not  totally  obliterated  were 
distended  with  fluid.  There  was  absolutely  no  evidence  of 
tuberculosis  either  in  the  sections  or  as  a  result  of  inoculations. 

Dr.  Kirkpatrick  said  he  had  seen  the  patient  during  life,  and 
was  very  much  of  the  opinion  that  the  multiple  serous  effusions 
were  probabl}^  the  result  of  tubercular  infection.  He  saw  him 
after  the  operation,  and  he  was  perfectly  comfortable  and  better. 
Then  lie  suddenly  died.  Both  the  pathological  finding  and  the 
clinical  liistory  were  very  remarkable. 

Dr.  Moorhead  said  he  had  seen  an  almost  identical  case 
two  and  a  half  years  ago.  Such  cases  were  of  very  considerable 
interest  from  their  rarity. 

Mr.  Wheeler,  in  reply,  said  it  had  occurred  to  him  that 
tertiary  syphilis  might  explain  the  case,  but  there  was  no  history 
of  such. 

Dr.  Harvey,  in  reply,  said  the  remarkable  thing  was  not  why 
the  man  died,  but  how  on  earth  he  lived.  He  had  seen  nothing 
so  dense  as  the  mass  of  adhesions  in  his  thorax,  and  it  was 
wonderful  how  the  organs  could  move  at  all. 

Orgnns  J'rom  — 

(a)  Fli'ivjingedl   hiphtheria  ; 

(b)  Case  of  Heart    Diienae. 

Dr.  O'Carroll  exhibited  a  pharynx  from  a  child  who  had 
suddoily  died,  convalescent  from  pharyngeal  dij)htlieria.  He 
also  exhibited  specimens  from  a  woman  aged  forty-sLx,  who 
came  to  hospital  apparently  in  the  last  stage  of  heart  disease, 
with  dropsy,  and  some  degree  of  cyanosis.  She  sank  after  about 
ten  days.  The  diagnosis  was  mitral  regurgitation,  although 
there  was  no  distinct  murmur. 

Dr.  Earl  said  that  in  the  first  specimen  tliere  was  a  deep  ulcer 
into  the  tonsil,  and  the  membrane  extended  down  to  the  base  of 
T.  z 
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the  larynx.  In  the  other  specimens  the  heart  showed  general 
hypertrophy  of  all  the  chambers,  with  some  dilatation.  Both 
mitral  and  tricuspid  orifices  were  abnormally  large.  The  valves 
were  healthy.  The  aorta  was  much  dilated  and  atheromatous- 
The  right  kidney  contained  an  enormous  infarction.  The  other 
kidney  was  a  very  small  organ,  and  contained  calculi.  The 
capsule  was  very  adherent,  and  there  was  practically  no  cortex. 
A  myoma  was  found  in  the  uterus,  also  an  ordinary  mucous 
polypus,  and  another  on  the  wall.    The  other  organs  were  healthy. 


Friday,  April  16,  1909. 

The  President,  De.  A.  E.  Parsons,  in  the  Chair. 

Cysts  in  Liver  and  Spleen. 
Dr.  Peacocke   and  Professor  Scott  made  a  communication 
on  above.     See  page  317,  ante. 

Spleno- Medullary  Leuhjemia. 

Dr.  Eowlette   exhibited  specimens  of  organs  from  a  case 

of    spleno-medullary    ]euka3mia.     The    patient    was    a    woman, 

aged  fifty- eight.     For  many  years  she  had  been  in  good  health, 

but  had  been  treated  once  for  some  condition  of  the  heart.     She 

was  admitted  to  hospital  in  October  last  complaining  of  swelling 

of  the  feet.     There  was  noticeable  a  very  considerable  swelling 

of  the  abdomen,  and  the  whole  of  the  left  side  was  filled  by  a  large 

tumour  with  a  well-defined  edge,  reaching  down  to  the  left  iliac 

region.     Its  greatest  diameter  was  sixteen  inches.     The  blood 

was  examined  on  October  18,  a  fortnight  after  admission,  and 

showed  the  red  corpuscles  to  be  3,600,000,  white  cells  numbered 

640,000,  and  were  of   the  usual   type,  except  that  one    saw   a 

larger  number  of  "  mast  cells  "   than  usual.     The  hsemoglobin 

was  about  70  per  cent.     The  condition  of  the  blood  left  no  doubt 

as  to  the  diagnosis.     The  patient  was  treated  with  X-rays,  and 

showed  some   improvement.     In   February   an   examination   of  JI 

the   blood   showed   haemoglobin   about  80   per   cent.     The  red 

corpuscles  were  considerably  above  the  normal,  and  the  white  had 

fallen.     The  condition  of  the  patient's  heart  was  bad  all  the 
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time,  and  she  died  in  the  beginning  of  March.  The  liver  was 
very  enlarged,  and  the  heart  had  mitral  disease,  which  was 
responsible  in  most  part  for  the  extreme  passive  congestion  of 
the  liver.  The  spleen  was  enormously  congested.  It  was 
an  interesting  feature  of  the  case  that  the  red  cells  increased  in 
number  towards  the  end  of  life. 

Dk.  a.  R.  Parsons  inquired  as  to  the  number  of  X-ray  sittings, 
and  as  to  whether  there  was  any  diminution  of  the  size  of  the 
spleen,  or  any  change  which  might  be  attributed  to  the  X-rays. 

Mr.  a.  H.  White  said  he  had  never  seen  a  case  of  leukaemia 
with  so  little  infiltration  of  the  organs.  On  more  than  one 
occasion  he  had  the  opportunity  of  testing  the  phagocytic  power 
of  the  bipod,  and,  while  the  influence  of  the  sermn  in  this  regard 
appeared  to  be  normal,  he  was  forced  to  conclude  that  the 
phagocytic  power  of  the  polymorphonuclear  leucocytes  was 
considerably  less  than  normal,  and  steadily  lessened  as  the 
disease  progxessed. 

Dr.  Rowlette,  in  reply,  said  the  patient  was  exposed  to  the 
X-rays  about  every  second  day,  as  a  routine  measure,  from 
shortly  after  admission  to  hospital  until  shortly  before  her  death. 
There  was  considerable  diminution  in  the  size  of  the  spleen, 
but  she  was  troubled  with  severe  bleeding  of  the  bowels,  and  the 
rays  were  suspended  on  a  couple  of  occasions.  He  did  not  know 
that  he  could  put  down  any  definite  condition  to  the  rays.  It 
was  possible  that  the  thickness  of  the  capsule  of  the  spleen  might 
be  attributable  to  them,  but  he  would  not  say  so  positively. 

Dr.  Rowlette  read  the  Pathological  Report  of  the  Rotunda 
Hospital  for  the  year  1908.     See  page  321,  ante. 
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[TJead  in  the  Section  of  State  Medicine,  February  -5,  1909.] 

The  original  mandate  to  the  Royal  Commission  was  "  to 
consider  the  existing  methods  of  deaUng  with  idiots  and 
epileptics,  and  with  imbecile,  feeble-minded  or  defective 
persons  not  certified  under  the  Lunacy  Laws,'"  and  "  to  report 
as  to  the  amendments  in  the  law  or  other  measures  which 
should  be  adopted  in  the  matter,"  due  regard  being  had  to 
economy.  This  is  the  only  instruction  aj)plying  to  Ireland, 
but  as  regards  England  and  Wales  a  further  warrant  was 
issued  in  1906,  directing  an  inquiry  "into  the  constitution, 
jurisdiction  and  working  of  the  Commission  in  Lunacy  and 
of  other  Lunacy  Authorities,  "  and  requiring  a  report  as  to 
any  amendments  or  changes  which  might  be  thought  advisable. 
The  Royal  Commission,  however,  while  debarred  thus  from 
making  actual  recommendations  regarding  the  reconstitutioii 
of  lunacy  administration  in  Ireland,  very  properly  decided 
to  issue,  in  the  form  of  suggestions,  their  views  on  the  manner 
in  which  this  important  Department  should  be  brought  into 
line  with  the  reconstructed  Department  of  England,  due 
regard  being  had  to  local  differences. 

In  prosecution  of  their  instructions  the  Royal  Commission 
heard   an    enormous   amount   of   evidence,    visited    a    large 
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number  of  institutions — not  only  in  the  three  kingdoms  but 
also  on  the  Continent  and  in  America — and  appointed  medical 
men  to  investigate  certain  typical  areas,  with  a  view  to  ascer- 
taining the  numbers  of  mentally  abnormal  persons  not  under 
certificates.  They  also  obtained  information  concerning 
foreign  and  colonial  methods,  and  considered  the  reports  of 
former  Royal  Commissions.  The  data  on  which  their  conclu- 
sions are  based  are  contained  in  the  first  seven  volumes  of 
tlieir  report,  and  constitute  a  veritable  mine  of  information 
on  all  points  bearing  on  the  subject.  As  regards  Ireland, 
the  Royal  Commission  examined  twelve  witnesses,  besides 
obtaining  informal  evidence  from  a  large  number  of  persons ; 
visited  the  country  on  two  occasions ;  and  carried  out  four 
medical  investigations — in  Gal  way,  Cork,  Belfast  and  DubUn — 
the  last  of  which.  I  had  the  honour  of  being  invited  to  undertake. 
As  the  result  of  these  investigations  the  Royal  Com- 
mission estimate  that  there  are  in  Ireland  25,415  mentally 
defective  persons,  or  66.05  per  10,000  of  the  population,  in 
addition  to  the  25,050  insane  (56.18  per  10,000)  already  in 
institutions  under  certificates.  Of  the  former  more  than  one- 
third  are  under  16  years  of  age,  and  of  these  again  94  per 
cent,  would  require  to  be  provided  for.  The  numbers  in 
proportion  to  the  population  are  very  much  higher  than  in 
England  and  Scotland.  Of  the  different  classes  of  feeble- 
minded it  is  estimated  that  there  are  in  Ireland  ()24  idiots, 
2,811  imbeciles,  4,013  adult  feeble-minded,  and  6,688  defective 
children,  together  with  8,900  uncertified  insane  and  1,200 
epileptics  outside  of  asylums  (in  addition  to  1,120  certified 
(jpileptics).  Taken  together  with  the  asylum  patients  this 
gives  the  appalling  total  of  over  113  per  10,000  for  Ireland 
of  mentally  defective  or  epileptic  persons.  Of  those  it  is 
estimated  that  no  less  than  66.0(5  per  cent,  require  inunediate 
provision,  as  against  44.45  per  cent,  of  the  English  and  34.57 
per  cent,   of  the  Scottish  defectives.     "  Thus  Ireland,"  in 
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the  words  of  the  Eoyal  Commission's  Report,  "  unhappily 
burdened  as  it  is  with  its  comparatively  imdue  proportion 
of  certified  persons  of  unsound  mind,  is  found  to  be  in  a 
similarly  mifortunate  position  as  regards  its  proportion  of 
mentally  defective  persons  other  than  those  of  unsound 
mind,  and  what  is  even  more  serious,  in  view  at  any  rate  of 
its  poverty,  it  is  also  confronted  with  a  similarly  undue 
proportion  of  cases  in  urgent  need  of  provision." 

Furthermore,  there  is  no  existing  means  in  this  country 
of  deahng  with  any  of  these  cases  outside  of  the  asylums, 
if  we  except  the  Stewart  Institution,  which  provides  for 
about  100  imbeciles  and  idiots. 

In  deahng  ^nth  the  problem  of  the  mentally  defective 
the  Royal  Commission  adopted  certain  principles,  which  are 
briefly  as  follow  : — 

(1)  Persons  who  cannot  take  part  in  the  struggle  of  hfe 
owing  to  mental  defect  should  be  afforded  suitable  special 
protection  by  the  State. 

(2)  The  real  ground  of  the  claim  for  help  of  such  persons 
is  their  mental  condition,  and  not  their  poverty  or  crime. 
They  should,  therefore,  be  looked  after  by  the  County  Councils, 

(3)  It  is  necessary  to  ascertain  who  are  mentally  defective, 
and  to  bring  them  into  relation  with  the  local  authority  for 
the  care  of  such  persons. 

(4)  The  protection  of  the  mentally  defective  person  should 
be  continued  as  long  as  necessary  for  his  good.  This  involves 
extension  to  all  the  mentally  defective  of  advantages  now 
given  [in  Ireland]  only  to  lunatics. 

(5)  To  supervise  local  administration  a  Central  Authority 
is  indispensable. 

(G)  In  regard  to  the  protection  of  property,  all  mentally 
defective  should  have  like  privileges. 

(7)  There  should  be  the  closest  co-operation  between  the 
judicial  and  administrative  authorities. 


By  Dr.  W.  R.  Dawson.  347 

These  general  principles,  as  applied  to  Ireland,  may  be 
restated  as  follow  :  — 

(1)  The  establishment  of  a  strong  "  Central  Authority," 
to  deal  not  only  with  lunatics  but  with  all  classes  of  mentally 
defective  persons,  so  as  to  co-ordinate  the  work  of  the  various 
agencies  dealing  with  them,  such  as  prisons,  reformatories, 
workhouses,  inebriate  »homes,  schools,  or  voluntary  institu- 
tions. This  step,  being  beyond  the  scope  of  the  Irish 
reference  to  the  Royal  Commission,  is  only  suggested,  but  it 
is  in  accordance  with  the  Recommendations  of  the  Vice- 
Regal  Committee  on  Lunacy  Administration  in  Ireland,  1891. 
It  is  further  suggested  that  the  Central  Authority  should 
consist  in  the  first  instance  of  the  two  Inspectors  of  Lunatics, 
together  with  the  Lord  Chancellor's  Registrar  in  Lunacy  as 
Chairman,  and  assisted  by  the  appointment  from  time  to 
time,  as  required,  of  subordinate  inspectors. 

(2)  A  Statutory  Committee  of  each  County  Council  should 
constitute  the  "  Local  Authority  "  to  deal  with  all  mentally 
defective  persons,  as  well  as  with  sane  epileptics. 

(3)  Amendment  and  extension  of  Lunacy  Law  and  Procedure 
accordingly. 

(4)  The  creation  of  a  system  of  care  and  control,  to  watch 
over  mentally  defective  persons  from  an  early  age  during 
their  whole  lives,  either  with  or  without  the  co-operation 
of  their  relations. 

The  definite  recommendations  and  suggestions  of  the 
Royal  Commission  are  based  on  these  principles,  and  I  shall 
now  endeavour  to  summarise  them  as  far  as  possible. 

In  the  preamble  it  is  stated  that  "It  is  not  intended  that 
the  maintenance  at  the  public  expense  of  the  mentally  defective 
or  of  epileptics  .  .  .  should  be  extended  to  those  who,  either 
at  their  own  cost  or  at  that  of  their  relatives  and  friends,  can 
be  otherwise  suitably  and  sufficiently  provided  for."  As 
regards  tlie  rest,  tlu'ee  methods  are  recommended,  subject 
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to  statutory  safeguards — ^viz.,  those  of  oversight,  certification 
and  detention — the  particular  method  to  be  selected  in  each 
case  "at  the  advised  discretion  of  a  responsible  Committee."' 
As  regards  the  classes  of  persons  to  be  dealt  with,  Recem- 
mendations  III.  and  TV.  propose  that  the  statutory  use  of 
the  terms  "  lunatic  "  and  ''  asylum  "  be  discontinued,  the 
term  "hospital'*  being  substituted  for  the  latter;  and  that 
the  term  "  mentally  defective  ""  be  used  to  cover  all  forms 
of  mental  abnormahty  sufierers  from  which  are  to  be  placed 
under  the  Central  Authority.  Such  persons  are  classed  as 
follows  : — 

(1)  "  Persons  of  unsound  mind  "" — i.e.,  persons  who  require 
care  and  control  owing  to  disorder  of  the  mind,  and  are 
consequently  incapable  of  managing  themselves  or  their 
afiairs,  and  are  not  included  in  classes  (2),  (3),  (4),  (5),  (6), 
(7),  (8),  and  (9)  below. 

(2)  "  Persons  mentally  infirm  " — i.e.,  persons  who,  through 
mental  infirmity,  arising  from  age  or  from  the  decay  of  their 
faculties,  are  incapable  of  managing  themselves  or  their  affairs. 

(3)  "  Idiots  " — i.e.,  persons  so  deeply  defective  in  mind 
from  birth  or  from  an  early  age  that  they  are  unable  to  guard 
themselves  from  common  physical  dangers,  such  as,  in  the 
case  of  young  children,  would  prevent  their  parents  from 
leaving  them  alone. 

(4)  "  Imbeciles  " — i.e.,  persons  who  are  capable  of  guarding 
themselves  against  common  physical  dangers,  but  who 
are  incapable  of  earning  their  own  living  by  reason  of 
mental  defect  existing  from  birth  or  from  an  early  age. 

(5)  "  Feeble-minded  " — i.e.,  persons  who  may  be  capable 
of  earning  a  living  under  favourable  circumstances,  but  are 
incapable  from  mental  defect  existing  from  birth  or  an  early 
age  (a)  of  competing  on  equal  terms  with  their  normal 
fellows,  or  [h)  of  managing  themselves  and  their  affairs 
with  ordinary  prudence. 
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(6)  "  Moral  Imbeciles  "' — i.e.,  persons  who  from  an  early 
age  display  some  mental  defect,  coupled  with  strong  vicious 
or  criminal  propensities  on  which  punishment  has  little  or  no 
deterrent  effect. 

(7)  "  Epileptics  " — i.e.,  persons  who,  being  epileptic,  are 
also  mentally  defective. 

(8)  "  Inebriates  '' — i.e.,  persons  who,  being  inebriates,  are 
also  mentally  defective. 

(9)  "  Deaf  and  Dumb,"  or  "  Blind  " — i.e.,  persons  who, 
being  deaf  and  dumb,  or  blind,  are  also  mentally  defective. 

Lastly,  it  is  the  intention  that  provision  for  sane 
epileptics  should  be  under  the  same  control  as  that  for  the 
mentally  defective   (LXVIIL). 

As  the  Central  Authority,  to  control  the  whole  supervision 
and  regulation  of  such  persons,  it  is  recommended  (I.  to 
XVII.)  that  there  should  be  a  Board  to  be  called  "  The 
Commission  for  the  Care  of  the  Mentally  Defective,"  consist- 
ing of :  — 

(1)  The  Registrar  in  Lunacy,  as  ex-officio  member  and 
Chairman. 

2.  Salaried  members,  who  shall  be  qualified  medical  men, 
preference  being  given  to  those  with  expert  knowledge. 

3.  Honorary  members,  appointed  for  a  term  of  years, 
from  such  persons  as  combine  interest  in  the  mentally  defective 
with  qualifications  likely  to  be  of  service  to  the  Commis- 
sion. 

The  duties  of  the  Commission  would  include  the  general 
protection  and  supervision  of  mentally  defective  persons 
and  regulation  of  the  provision  made  for  their  accommodation 
and  maintenance,  care,  treatment,  education,  training  and 
control.  All  mentally  defective  persons  dealt  with  would  be 
registered  at  the  office  of  the  Commission,  as  would  all 
institutions  or  houses  where  such  persons  are  maintained, 
which  would  further  be  hcensed  solely  by  the  Commission. 
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If  found  necessary,  the  Commission  would  be  assisted  by 
Medical  Inspectors. 

For  the  local  carrying  out  of  the  scheme  of  provision,  the 
Council  of  each  County  and  County  Borough  would  con- 
stitute the  Local  Authority  (XVIII.  to  XXXVI.),  exercising 
their  powers  through  a  Statutory  Committee  called  "  The 
Committee  for  the  Care  of  the  Mentally  Defective,"  which 
would  include  additional  co-opted  members  ^vith  special 
knowledge  or  experience,  one,  at  least,  if  possible,  to  be  a 
woman.  The  Council,  however,  may  not  delegate  to  the 
Committee  the  power  of  raising  a  rate  or  borrowing  money. 
The  duties  of  such  Local  Authority  would  include  making 
"  suitable  and  sufficient  provision  for  the  care  and  control  of 
the  mentally  defective  in  the  County  or  County  Borough ;  " 
receiving  requests  for  provision  and  care  from  the  parents  and 
guardians  of  such  persons  ;  enquiry  into  them  ;  and,  if  neces- 
sary, the  making  of  such  arrangements  as  shall  be  judged  best 
for  each  particular  case,  "  either  registering  the  case  only  or 
having  it  certified  also,  or  taking  steps  for  its  certification  and 
detention,  or  placing  it  in  an  Institution  ...  or  under 
private  care  or  family  guardianship,  or  leaving  it  to  the  care  of 
its  parents  or  guardians,  with  or  without  the  appointment  of  a 
friendly  visitor,  or  taking  any  other  measures  that  seem  to 
them  desirable."  To  assist  the  Committee,  a  specially 
qualified  medical  officer  or  officers  should  be  appointed, 
and  also  in  each  district  one  or  more  "  certifying  medical 
practitioners."  If  desirable,  two  or  more  Councils  may 
delegate  their  duties  to  a  Joint  Committee. 

As  regards  Finance  (XXVIII.  to  XXXV.),  the  present 
graiUs-in-aid  made  from  the  Imperial  funds  towards  the  cost 
of  certified  lunatics  would  be  abolished,  and  the  whole  cost 
of  maintenance,  &c.,  of  all  mentally  defective  persons  and  of 
sane  epileptics  would  be  borne  by  the  Councils,  assisted  by 
new  grants  from  the  Exchequer,  cither  :  — 

(1)  As  an  annual  lump  sum,  varying  (a)  according  to  the 
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ratio  of  local  expenditure  to  an  approved  standard  of  proper 
and  economical  expenditure  ;  and  (6)  according  to  the  asses- 
sable value  per  head  of  the  accommodation  of  the  district,  or  : — 

(2)  As  a  maintenance  grant,  in  addition  to  the  present 
Exchequer  contributions,  based  on  the  excess  of  the  numbers 
provided  for  above  those  provided  for  on  Jan,  1,  1908,  and 
amounting  to  one- half  of  such  excess,  if  properly  incurred. 

Such  payment  would  depend  on  a  certificate  from  the  Com- 
mission. 

In  addition  to  the  above,  the  Exchequer  should  pay  for  a 
term  of  years  a  grant  in  aid  for  the  provision  of  necessary 
accommodation.  It  may  be  noted  here  that  the  estimated 
additional  expenditure  for  fully  carrying  out  their  recom- 
mendations has  been  placed  by  the  Royal  Commission  at 
£170,075  annually.^ 

Grants  so  made  may  be  used  at  the  discretion  of  the  Council 
(but  subject  to  the  approval  of  the  Commission)  in  any  way 
they  think  best,  including  contract  vnih.  any  public  authority 
or  agency,  private  agency  or  person,  for  the  care,  education, 
training  or  maintenance  of  mentally  defective  persons  or 
sane  epileptics.  All  plans  for  buildings  and  all  estimates 
must  be  passed  by  the  Commission,  the  Local  Goverimient 
Board,  and  the  Lord  Lieutenant. 

A  most  important  recommendation  (XXXIV.)  is  the 
establishment  of  a  system  of  settlement  based  on  residence 
by  Counties  and  County  Boroughs,  which  ensures  that  such 
afflicted  persons  will  be  returned  to  the  localities  to  which 
they  are  properly  chargeable. 

Proceeding  next  to  the  question  of  Guardianship  and 
Supervision,  the  Royal  Commission  recommend  (XXXVII.  to 
XL.)  that  any  mental  defective,  belonging  to  classes  (3) 
to  (9),  under  twenty-one,  who  is  not  being  properly  treated, 

'The  District  and  Auxiliary  -Vsyluiu  expenditure  for  1907  w;is  £r)"21,175, 
of  which  local  rates  contributed  f323,822. 
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may  be  taken  under  the  guardianship  of  the  Council 
(subject  to  certain  safeguards)  until  the  age  of  twenty- one  is 
attained,  when  the  Commission  is  to  decide  what  is  to  be 
done  further.  In  the  case  of  similar  persons  who  are  under 
suitable  parental  or  other  control,  a  voluntary  arrangement 
is,  if  possible,  to  be  arrived  at  for  the  appointment  of  a 
Friendly  Visitor,  who,  with  the  Committee,  is  to  be  consulted 
about  any  proposed  change.  Such  persons  may  be  placed  by  a 
parent,  or  guardian,  or  the  Committee,  in  an  institution  on  one 
medical  certificate  without  the  intervention  of  any  judicial 
authority,  and  may  be  retained  after  reaching  the  age  of 
twenty-one  by  consent  of  the  Commission.  In  the  case  of 
such  persons  over  twenty-one  years  of  age,  the  Committee 
may  act  as  next  friends  in  order  to  secure  provision. 

In  order  to  bring  mentally  defective  persons  under  the 
cognizance  of  the  Committees,  it  is  recommended  (XLIV.) 
that  it  be  the  statutory  duty  of  the  Medical  Officers  of  various 
pubhc  authorities  and  institutions,  Keheving  Officers,  Police, 
Managers  of  Reformatory  and  Industrial  Schools,  Homes  for 
Inebriates,  Charitable  Institutions  and  Societies,  and  Naval 
and  Mihtary  Authorities,  to  notify  all  cases  of  mental  defect 
coming  to  their  knowledge  in  course  of  duty  ;  and  that  it 
shall  be  the  duty  of  Medical  Officers  in  charge  of  institutions 
for  persons  of  unsound  mind  to  report  to  the  Committee 
cases  of  repeatedly  recurring  insanity  "  wth  a  view  to  care 
and  control  being  exercised  in  regard  to  them,  if  desirable, 
in  some  other  and  more  effectual  manner." 

It  is  recommended  (XLVII.)  that  every  institution  must 
have  a  medical  officer;  and  that  in  an  annual  revision  of 
mentally  defective  cases  in  institutions,  to  be  undertaken 
by  the  Committee,  the  certificate  of  the  medical  ofiicer  shall 
be  sufficient  for  continuance  of  residence  in  the  institution  ; 
on  the  other  hand,  the  Committee  may  discharge  on  his 
certificate. 
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Next,  with  reference  to  the  accommodation  to  be  provided, 
the  Royal  Commission  are  satisfied  that  Receiving  Houses 
or  Reception  Wards  ought  to  be  established  for  the  admission 
of  acute  cases  not  likely  to  need  prolonged  detention,  and 
recommend  (Llll.)  that  Boards  of  Guardians  and  District 
and  Borough  Councils  should  be  obliged  to  provide  such 
accommodation  on  request  of  the  County  Council  on  terms 
to  be  arranged,  and  subject  to  appeal  to  the  Lord  Lieutenant. 
It  is  further  advised  that  one  of  the  medical  officers  or 
practitioners  appointed  by  the  Committee  must  always  attend 
when  a  patient  is  admitted  to  such  a  house  or  ward,  and  sign 
a  certificate.  The  form  of  immediate  certificate  or  order  for 
admission  to  such  house  or  ward  is  left  to  the  discretion  of 
the  Commission. 

The  procedure  for  the  admission  of  mentally  defective 
persons  into  institutions,  and  their  detention  therein,  is  to  be 
completely  altered  (LVL)  from  the  existing  procedure  under 
the  Lunacy  Acts.  The  same  procedure  is  to  be  adopted  for 
private  and  pauper  patients,  except  as  regards  those  found  of 
unsound  mind  by  inquisition.  There  are  four  procedures 
recommended,  viz. : — 

(1)  Reception  Orders  on  Petition. — ^A  petition  must  be 
presented  by  a  near  relative,  or  by  a  Medical  Officer  authorised 
by  a  Committee,  accompanied  by  a  statement  of  particulars 
and  two  medical  certificates,  to  a  Judicial  Authority — Justice 
of  the  Peace,  County  Court  Judge,  or  Resident  Magistrate — 
who  may  see  the  patient  before  signing  the  order  for  his 
admission.  If  he  does  not  see  the  patient,  the  latter  can 
demand  the  right  to  be  seen  by  another  Judicial  Authority. 

(2)  Urgency  Orders. — ^In  case  of  urgency  a  patient  may  be 
detained  for  seven  days  on  an  order  signed  by  a  near  relative, 
or  by  the  Medical  Officer  of  a  Committee,  and  one  medical 
certificate. 

(3)  Summary  Reception  Orders. — If  a  constable,  medical 
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officer,  or  relieving  officer  of  a  Union,  or  representative  of  a 
Committee,  knows  of  a  mentally  defective  person  who  is  not 
properly  cared,  he  must  report  to  a  Judicial  Authority,  who 
shall  direct  a  Medical  Officer  of  a  Committee  to  visit  such  person, 
and  shall  then  proceed  as  if  a  petition  had  been  presented, 
and  may  order  him  to  be  sent  to  a  reception  house  or  ward, 
or  to  an  institution,  for  not  more  than  fourteen  days ;  within 
which  time  he  must  be  sent  on  to  the  permanent  institution  or 
house  most  suitable  to  his  case.  Much  the  same  procedure 
is  followed  in  the  case  of  a  mentally  defective  person  found 
wandering  at  large,  who  is  to  be  arrested  and  taken  before  a 
Justice.  In  case  of  need,  however,  a  constable  or  relieving 
officer  may,  pending  proceedings,  arrest  such  person  and  take 
him  to  a  reception  ward  or  house,  where  he  may  be  detained 
for  three  days. 

(4)  Reception  Order  by  two  Commissioners,  with  a  medical 
certificate  by  a  medical  practitioner  to  be  called  in. 

Passing  now  to  the  younger  mental  defectives,  it  is  recom- 
mended (LVII.  to  LXIV;)  that  the  Local  Authority  should 
be  made  responsible  for  the  manual  and  industrial  and  other 
training  of  all  such  children  as  are  not  otherwise  suitably 
provided  for,  it  being  the  duty  of  the  managers  of  National 
Schools,  or  the  Education  Authorities,  to  notify  to  the  Medical 
Officer  of  the  Committee  any  children  of  school  age  thought 
to  be  mentally  defective  ;  while  any  parent  who  wishes  his 
child  to  be  dealt  with  must  be  afforded  faciUties  for  having 
the  child  examined ;  the  Medical  Officer  in  either  case  to 
report  to  the  Committee.  Parents  are  to  be  compelled 
to  allow  any  child,  alleged  to  be  mentally  defective,  to  be 
examined,  and  if  found  to  be  so  they  must  cause  the  child 
to  attend  a  special  class  or  school,  or  to  reside  in  an  institu- 
tion, so  long  as  the  Committee  think  necessary. 

Some  special  recommendations  are  made  as  regards  criminals 
who  are  mentally  defective  (LXV.  to  LXVIL),  and  without 


By  Dr.  W.  R.  Dawson.  355 

going  into  these  in  detail  it  may  be  shortly  stated  that  the 
Courts  would  thereby  be  empowered  to  send  such  criminals  to 
a  receiving  house,  reception  ward,  or  other  institution,  or  to 
accept  recognisances  from  an  officer  of  the  Committee  as 
security,  or  from  another  surety,  provided  the  criminal  remains 
under  the  control  of  the  Committee.  The  recommendations, 
in  fact,  provide  for  the  proper  treatment  of  the  criminal  as  a 
mental  defective  either  before  or  after  conviction  or  while 
undergoing  sentence ;  and  in  cases  tried  at  Assizes  and 
Quarter  Sessions,  the  Court  may  order  the  person  to  be  ex- 
amined, and,  if  necessary,  certified,  even  though  he  be 
acquitted. 

An  important  recommendation  (LXIX.)  is  that  the  In- 
ebriates Acts  should  be  so  altered  as  clearly  to  lay  upon  the 
Committees  the  obligation  of  dealing  ^\nth  such  inebriates  as 
are  mentally  defective,  and  it  is  also  suggested  that  it  should 
be  considered  whether  the  existing  law  sufficiently  protects 
mentally  defective  persons  against  sexual  crime  (LXXIIT.). 

Lastly,  it  is  recommended  (LXXIV.)  that  the  existing 
power  vested  in  the  Lord  Chancellor  of  dealing  with  the 
property  of  insane  persons  of  small  means,  ^vithout  an  inquiry 
under  a  Commission  in  Lunacy,  should  be  extended  to  the 
property  (irrespective  of  amount)  of  all  mentally  defective 
persons,  or  some  procedure  adopted  similar  to  that  provided 
by  the  English  Lunacy  Act  of  1890. 

Such  are  the  leading  recommendations  of  the  Royal  Com- 
mission as  regards  Ireland  ;  but  it  must  further  be  stated 
that  nearly  every  detail  is  in  working  subject  to  the  decision 
of  the  Central  Authority,  which,  with  only  one  or  two  excep- 
tions, has  the  final  voice  in  the  matter.  A  few  words  may  be 
added  as  to  the  nature  of  the  "  Institutions  "  so  often  referred 
to,  which  may  be  gathered  from  other  parts  of  the  Report. 
They  are,  briefly,  day  schools  or  classes,  or  residential  institu- 
tions on  industrial  school  Unes  for  defective  children  ;  a  colony 
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for  epileptics ;  cheap  iustitatioiis  in  the  form  of  auxiliary 
asylums  and  annexes  for  the  harmless  insane ;  existing 
asylums  for  acute  and  troublesome  cases ;  and  reception 
wards  or  houses  for  such  as  are  hkely  to  require  very  short 
detention  only.  The  adoption  of  the  Boarding-Out  or  other 
system  of  family  care  is  not  definitely  recommended  for 
Ireland,  but  the  powers  accorded  to  the  Central  and  Local 
Authorities  would  seem  sufficient  to  enable  them  to  try  this, 
the  cheapest  of  all  methods,  and,  for  suitable  cases,  one  of  the 
most  efficient. 


Mr.  Louis  Kelly,  B.L.,  said  he  was  astonished  that  such  a 
revolutionary  report   was  so  little  known  and  the  extent  of  its 
recommendations  so  little  appreciated  by  those  who  professed 
to  take  an  interest  in  the  subject.      At  a  recent  meeting  of  a 
philanthropic  society  in  Dublin  a  resolution  was  proposed  asking 
for  a  grant,  the  purpose  of  which  was  adequately  met  by  the 
recommendations  before  them  ;    and  at  the  meeting  at  which 
that  resolution  was  proposed,  while  other  Royal    Commissions 
were  referred  to,  the  newspaper  report  was  silent  as  regards  the 
Commission  which  they  were  now  discussing.     In  criticising  the 
recommendations  he  wished    to  point  out  that  while  past  and 
present  Lispectors  of   Lunatics  were   exclusively  medical   men, 
there  was  no  provision  in  the  law  as  it  stood  that  those   posts 
should  be  compulsorily  arrogated  to  medical  men.     In  England 
there  were  legal  inspectors  who  had  done  good   work,   and   he 
objected  to  the  exclusiveness  of  the  recommendations  in  that 
respect.     The   recommendations   also    proposed   to   make    per- 
manent the  present  local  committees  who  controlled  the  asylums 
in  the  country.     He  had  no  great  veneration  for  a  scheme  by 
which  so  much  control  and  authority  were  vested  in  men  who  had 
absolutely  no  training  or  qualification  for  the  duties  imposed  on 
them.     Such  committees  had  done  and  were  doing  tilings  which 
no  person  who  was  interested  in  the  well-being  of  the  insane 
could  justify.     Their  very  irresponsibility  might  be  taken  as  an 
excuse  for  acts  of  which  he  would  give  some  examples  collected 
at  random,  and  in  which  violence  to  patients  under  circumstances 
which  gave  no  justiHcntinn  for  it,  and  committed  by  men  who 
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were  notorious  lor  assault  even  outside  the  asylum,  was  condoned. 
The  President  had  indicated  another  weaknass  in  the  scheme 
in  regard  to  the  course  to  be  adopted  when  money  was  sought 
to  be  obtained  for  building  purposes.  He  objected  to  the 
proposed  multiplicity  of  control  which  only  perpetuated  one  of 
the  fatal  defects  of  the  present  lunacy  system  of  administration 
in  which  there  were  nine  bodies  which  had  a  certain  amount 
of  power  and  authority.  He  could  not,  however,  conceal  from 
himself  that  the  Report  was  a  marked  advance,  and  its 
generosity  towards  Ireland  was  one  of  its  outstanding  charac- 
teristics. In  the  special  grant  for  the  provision  of  necessary 
accommodation  it  went  further  than  it  did  in  respect  of  England 
or  Wales.  He  hoped  the  recommendations  of  the  Report  would 
become  more  generally  known,  and  be  to  some  extent  carried  out, 
and  that  it  would  not  be  pigeon-holed,  like  the  recommendations 
of  the  Vice-Regal  Commission  on  Poor  Law  in  1891,  and  others, 
which  proposed  the  most  salutary  changes. 

Dr.  Leeper  said  the  subject  of  the  care  of  the  feeble-minded 
and  the  degenerates  of  the  country  was  inseparable  from  poor- 
law  reform,  and  the  latter  would  have  to  come  first.  In  the 
workhouses,  as  at  present  constituted,  all  the  factors  that  made 
for  degeneracy  in  the  population  were  being  run  by  State  aid. 
If  they  reformed  the  workhouses  they  would  prevent  the  propaga- 
tion of  degenerates  and  control  the  feeble-minded.  The  speaker 
said  he  was  old  enough  to  have  given  written  and  verbal 
evidence  before  the  Committee  appointed  by  the  Lord  Lieutenant 
of  Ireland,  the  Lunacy  Administration,  whose  report  was  issued 
in  the  year  1891.  The  recommendations  of  this  Committee 
were  pigeon-holed,  and  no  effect  was  ever  given  to  them,  because 
they  ignored  the  legal  difficulties  of  the  subject,  and  nothing 
had  been  done  since  to  alter  or  amend  the  Irish  Lunacy  Laws. 
The  chief  difficulty  would  be  in  controlling  the  feeble-minded, 
who  numbered  twice  as  many  as  the  idiots  and  imbeciles  to- 
gether, and  who  were  capable  of  doing  much  more  injury  to  the 
race  than  the  latter.  It  would  be  regrettable  if  they  had  to 
depend  for  the  control  of  the  demented  and  degenerate  on  the 
will  and  whim  of  Justices  of  the  Peace,  one  of  whom  had  refused 
to  commit  an  obvious  lunatic  who  the  next  day  killed  a  farmer. 

1)r,   McVittie  said  the  question  of  teachers  for  the  feeble- 
minded was  a  central  point.     He  was  of  opinion  that  there  were 
T.  2  a 
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immense  numbers  of  feeble-minded  adults  \vlio  never  should 
have  been  so.  He  was  satisfied  that  there  were  many- 
children  in  whom  intelligence  developed  late,  and  that  such 
children,  if  suitably  handled  by  properly  trained  teachers, 
might  become  useful  members  of  the  community.  Most  of  them 
were  ruined  in  school.  Nine  out  of  ten  of  the  teachers  under  the 
National  Board  had  nearly  all  the  qualities  required  to  make 
successful  teachers  destroyed  before  they  were  launched.  Their 
nervous  systems  were  ruined,  and  their  capacity  to  deal  with 
neurotic  or  delicate  children  was  eradicated.  He  had  examined 
many  such  teachers.  They  were  excitable  and  neurotic,  ■  and 
had  been  worn  and  worried  by  studying  a  great  deal  of  rubbish 
for  examinations.  They  would  be  getting  something  done  if 
they  pressed  on  the  Governiuent  the  importance  of  selecting 
teachers  with  greater  care  as  regards  their  physical  training. 
The  propagation  of  degenerates  extended  beyond  the  work- 
houses. There  were  children  in  large  towns  who  were  reared 
in  unfortunate  circumstances  as  regards  health,  and  if  they 
were  to  be  sent  to  schools  with  long  hours  he  was  afraid  they 
must  have  an  ever-increasing  ratio  of  feeble-minded  people. 

Miss  Buchanan,  P.Ii.G.,  said  she  felt  deeply  the  necessity 
for  poor-law  reform,  and  at  the  same  time  trusted  that  the  recom- 
mendations of  the  Commission  would  meet  with  attention.  The 
Vice-Regal  Report,  if  carried  out,  would  do  much  to  reform  the 
present  shocking  state  of  the  workhouses  in  Ireland,  and  the 
recommendations  of  the  Royal  Commission  would  deal  with 
the  feeble-minded.  The  poor  law  dealt  with  destitution,  but  the 
feeble-minded  and  defective  need  not  be  destitute  in  order  to  be 
a  source  of  injury  to  the  community.  The  public  did  not  know 
that  there  was  only  the  Stewart  Institution  to  which  an  imbecile 
child  could  be  sent,  and  there  were  cases  constantly  coming  before 
her  Board  of  Guardians  in  which  people  not  absolutely  destitute 
begged  that  an  imbecile  child  should  be  sent  to  the  Institution, 
liut  because  the  Stewart  Institution  had  come  to  be  regarded 
by  Roman  Catholics  as  an  unsuitable  place  for  their  children,  such 
children  could  not  be  sent  anywhere  but  to  the  wards  of  a  work- 
house. Even  a  child  sent  to  an  English  Institution  had  been 
brought  back  because  it  was  found  that  she  was  of  Roman 
Catholic  parentage.  There  was  no  place  for  sane  epileptics 
except  the  workhouses.      The   whole   subject  called  loudly  for 
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legislation.      The  recommendations  of  Royal  Commissions  were 
important,  but  they  were  no  use  if  they  were  pigeon-holed. 

Mr.  J.  M.  Ooi.LES,  LL.D.,  said  the  legal  difficulty  was  illustrated 
in  the  recommendation,  that  the  statutory  committee  of  a  Council, 
if  it  did  not  like  the  guardianship  of  a  child,  could  constitute  itself 
the  guardian  of  the  child.  That  had  struck  the  Commissioners  as 
wrong,  and  they  provided  an  appeal  to  a  Court  of  Summary  Juris- 
diction, and  if  anyone  was  dissatisfied  with  that  they  could  go  to  the 
Judge  of  Assize.  He  suggested  to  the  Commission  that  a  better 
plan  would  be  to  vest  in  the  County  Court  Judge  the  power  of 
appointing  a  guardian,  not  only  of  a  child,  but  of  a  feeble-minded 
adult,  and  power  to  define  the  powers  which  the  guardian  should 
exercise  over  his  ward.  The  Commissioners  seemed  to  be  inspired 
by  the  idea  that  if  they  could  get  a  designation  that  would  not 
hurt  people's  feelings,  opposition  would  be  disarmed,  but  he 
thought  the  associations  of  the  term  "  mentally  defective " 
would  ultimately  become  as  objectionable  as  the  terms  "lunatic" 
and  "  insanity  "  which  were  not  originally  opprobrious. 

Dr.  W.  R.  Dawson  said  he  was  of  opinion  that  the  ideal  method 
of  dealing  with  the  feeble-minded  and  every  other  class  of  mentally 
defective  would  be  to  make  the  whole  thing  a  National  Service 
like  the  Army  Medical  Service,  or  on  the  lines  proposed  for  the 
Poor  Law  Service    by  the  recent  Viceregal  Commission.      He 
thought,  however,  that  it  would  now  be  impossible  to  get  rid  of 
the  control  of  the  County  Councils,   and   that  the  recommenda- 
tions  provided    for  their   proper   subordination  to  the  central 
authority  which  had  the  power  to  stop  the  grant  if  evervthing 
was  not  satisfactorily  carried  out.     The  number  of  defectives  in 
workhouses  was  very  large,  and  the  treatment  of  their  mental 
condition  was  about  as  bad  as  it  could  be.     Many  inmates  of 
prisons  were  drawn  from  the  feeble-minded  ;  almost  always  they 
became  alcoholic  when   thrown  into  criminal  associations,    and 
speedily  went  from  bad  to  worse.       The  average  of    previous 
convictions  for  Dublin  defectives — who  constituted  eleven  per 
cent,   of  the  inmates  of  the  city  prisons — was  nearly  eighteen 
for  the  males,  and  over  forty-four  for  the  females.      Such   facts 
showed  the  necessity  for  interference,  and  one  of  the  advantages 
to  be  derived  from  any  far-reaching  system  of  control  would  be 
the  placing  under  detention  of  feeble-minded  women  during  the 
child-bearing  period,  which    would  diminish,  and  probably  ex- 
tinguish, the  supply  of  defectives. 


PHYSICAL  DETERIORATION  AND  A  REMEDY. 
By  J.  B.  STORY,  M.B.,  M.Ch.,  Univ.  Duel.,  F.K.C.S.; 

Surgeon  to  the  Royal  Victoria  Eye  and  Ear  Hospital,  Dublin  ; 
Professor  of  Ophthalmic  and  Aural  Surgery,  R.C.S. 

[Read  in  the  Sectiou  of  State  Mediciue,  April  30,  1909.] 

Notwithstanding  all  that  has  been  written  of  late  upon 
physical  degeneration  of  the  population,  and  the  necessity  for 
remedies,  it  will  scarcely  be  credited  that  there  are  in  this 
Kingdom  absolutely  no  statistics  whatever  relating  to  the 
physical  state  of  its  inhabitants. 

We  know  the  birth-rate  and  the  death-rate,  and  the  average 
length  of  life  of  the  individuaJ,  but  whether  the  average  man 
nowadays  is  at  any  given  age  physically  inferior  or  physically 
superior  to  the  average  man  of  the  same  age  one  or  two  genera- {:| 
tions  ago  cannot  be  ascertained  by  direct  evidence  in  Great 
Britain  and  Ireland.  In  every  other  civilised  country,  except 
the  United  States,  there  is  ample  evidence  to  determine  whether 
the  population  is  physically  deteriorating  or  the  reverse. 

Although  no  direct  evidence  is  forthcoming  there  is  a.! 
good  deal  of  indirect  evidence  to  show  that  our  people  are- 
degenerating. 

Statistics  show  that  there  is  a  steady  though  gradual 
increase  in  the  proportion  that  our  urban  bears  to  our  rural 
population,  and  that  urbanisation  tends  to  the  physical 
deterioration  of  the  race  is  admitted  by  all  authorities.  The- 
relative  increase  of  the  urban  population  is,  of  coui-se,  not  so 
marked  in  Ireland  as  in  Great  Britain,  but  it  exists,  and  mu8t| 
liave  the  same  effects  more  or  less  here  that  it  has  elsewhere. 


J. 

i\ 
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Sir  Robert  Matheson  has  kindly  written  the  following  letter 
relating  to  this  matter  : — 

"  Eeferring  to  your  query  to  Di\  Falkiner  in  your  letter  of 
the  lOtb  December — i.e.,  Is  the  urban  population  increasing 
relatively  to  the  rural  ? — it  appears  that  the  percentage  of 
decrease  between  the  Census  of  1841  and  that  of  1901  in  the 
civic  unions  of  Ireland — {i.e.,  unions  containing  towns  which  in 
1901  had  a  population  of  10,000  or  upwards) — was  d.3  per  cent., 
and  that  the  decrease  in  the  remaining  unions  of  Ireland 
between  the  aforementioned  Censuses,  1841  and  1901,  was 
55.5  per  cent.  It  would  appear  from  these  figures  that  neither 
the  civic  nor  rural  districts  of  Ireland  show  an  increase  in  popula- 
tion (in  the  aggregate),  but  that  in  the  rural  unions  the  percentage 
of  decrease  is  much  higher  than  in  the  civic  unions." 

There  are  plenty  of  statistics,  from  Germany  and  elsewhere, 
to  show  the  bad  effects  of  urbanisation. 

To  quote  from  a  valuable  paper  read  by  J.  Ellis  Barker  at 
the  British  Association  meeting  in  Sheffield  last  year : — ^In 
the  agricultural  districts  of  East  and  West  Prussia  70  per  cent, 
of  the  recruits  for  the  army  come  up  to  the  standard  of  fitness, 
while  in  the  manufacturmg  kingdom  of  Saxony  only  about 
50  per  cent,  attain  the  standard.  These  figures  show  the 
mferior  physique  of  the  manufacturing  district  compared 
with  the  agricultural,  but  the  town  'per  se  is  no  better.  Berlin 
is  surrounded  by  the  industrial  province  of  Brandenburg,  and 
the  mihtary  fitness  of  the  respective  populations  is — Berlin  34, 
Brandenburg  57,  while  agricultural  East  Prussia  is  G9  ;  and  it 
must  not  be  forgotten  that  some  35  to  40  per  cent,  of  the 
Berlin  recruits  are  country  born. 

ElHs  Barker  quotes  also  German  statistics  relating  to  the 
military  fitness  of  town  dwellers  and  their  sons,  which  show 
that  the  second  generation  is  markedly  less  fit  than  the  first 
numerically,  and  also  that  those  of  it  who  are  fit  are  inferior, 
as  regards  height  and  chest  measurement,  to  the  fit  of  the 
first  generation. 
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As  contrasted  with  these  figures  it  is  found  that  the  per- 
centage of  fit  recruits  and  the  average  height  and  chest 
measurement  do  not  alter  for  the  worse  from  generation  to 
generation  in  agricultural  districts. 

If  we  take  the  evidence  supplied  by  the  examination  of 
recruits  for  our  oa^ti  army  it  would  at  first  sight  appear  that 
our  people  are  degenerating  rapidly.  The  standard  for  the 
army  has  been  lowered  from  5  feet  6  inches  to  5  feet  5  inches 
in  1872,  5  feet  3  inches  in  1883,  5  feet  2  inches  in  1897,  and  to 
5  feet  in  1901.  Also,  the  percentage  of  rejections  has  risen 
from  16.3  in  1900,  19.46  in  1901,  to  the  figure  of  22.46  in  1902. 
And  Sir  Frederick  Maurice  calculates  that  about  60  per  cent. 
of  the  total  applicants  are  unfit  to  serve.  Over  90  per  cent, 
were  actually  rejected  at  Manchester  in  1905.  But  recruiting 
statistics  are  no  evidence  of  the  general  health  or  physique 
in  this  Kingdom,  though,  of  course,  they  are  in  all  other 
civilised  countries,  except  the  United  States,  and  our 
enlightened  rulers  provide  no  other  evidence  on  this  point. 

The  Anthropometric  Committee  of  the  British  Association 
have  compared  the  professional  and  commercial  classes,  with 
the  following  results  : — 


Hbiqht 

1 

Weighi- 

Age 
12 

57.29  in 
55.29  in. 

Age 
18 

Ase 
2.5-29 

Age 
12 

Age 
18 

Ago 
25-29 

Professional 
Commercial 

68.26  in. 
67.44  in. 

69.14  in. 
67.54  in. 

84.9  lbs. 
73.21b.. 

146.4  lbs. 
135.1  lbs. 

156.3  lbs. 
152.2  lbs. 

The  first  class  is  made  up  of  people  whose  sons  go  to  public 
schools  and  universities,  the  second  sends  its  sons  to  schools 
till  the  age  of  fifteen  or  sixteen,  and  then  to  the  desk  or  counter. 
The  finer  physique  of  the  former  is  no  doubt  due  to  more  air 
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and  exercise  at  school,  and  to  the  prolonged  open-air  life, 
for  three  or  six  years  more  after  the  other  boys  are  at  city 
work. 

Labouring  people   in   town   and   coimtrj^   show   the    same 
difference : — 


Height  , 

Weight 

Age           Age 
12              18 

Age 
25-29 

Age 
12 

Age 
18 

Age 
25-29 

Labouring   53.67  in. 
(Country) 

Artisans      53.72  in. 
(Town)     1 

()(3.53  in. 
()5.60  in. 

67.51  in. 
66.60  in. 

75.9  lbs. 
73.0  lbs. 

138.7  lbs. 
129.3  Ibp. 

155.6  lbs. 
145.02  lbs. 

While  it  must  be  admitted  that  the  progressive  physical 
deterioration  of  our  people  is  not — and  carmot  be— proved,  it 
is  evident  that  year  by  year  a  larger  proportion  of  us  live  under 
conditions  which  weaken  and  stunt  us,  most  probably  from 
loss  of  fresh  air  and  exercise,  and  it  is  worth  while  considering 
what  means  can  be  adopted  to  equalise  to  a  greater  or  less 
extent  the  physical  conditions  of  our  people. 

I  desire  to  speak  of  and  for  the  whole  people  of  tliis  Kingdom, 
and,  though  the  injurious  urbanisation  is  chiefly  marked  in 
England  and  Scotland,  I  believe  the  same  conditions  that 
exist  in  Great  Britain  obtain,  though  to  a  lesser  extent,  in 
Ireland. 

Much  has  been  done  in  our  own  time,  and  more  will  be  done 
in  the  future,  to  improve  the  physical  health  of  our  people  b)"- 
better  sanitation,  better  housing,  the  providing  of  open-air  spaces 
in  our  crowded  cities,  and  the  sanitar}'  education  of  the 
conmmnity.  I  need  here  only  allude  to  the  anti-tuberculosis 
crusade  which  has  been  and  is  being  so  ably  carried  on  by 
the  Countess  of  Aberdeen. 
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I  do  not  propose  to  deal  with  any  measures  of  this  character, 
or  to  treat  of  any  improvements  that  can  be  efEected  by  the 
voluntary  efforts  of  the  rich,  or  the  learned,  or  the  philan- 
thropic ;  but  I  do  propose  to  direct  your  attention  to  what  can 
be  done  by  the  State,  and  by  the  State  alone,  and  what  it  is 
the  duty  of  the  State  to  do  for  the  sake  of  the  health  of  the 
community,  both  physical  and  moral,  and  what  indeed  the 
vast  majority  of  thoughtful  observers  consider  must  be  done 
before  long  if  the  State  is  to  continue  to  hold  her  owni  in  this 
Twentieth  Century, 

The  State  has  already  recognised  that  the  matter  is  one  of 
importance,  and  that  it  concerns  the  body  politic,  for  an 
Interdepartmental  Committee  was  appointed  to  consider  the  , 
question  of  Physical  Deterioration,  whose  report  was  issued 
in  1904  ;  and  another  Commission — a  Royal  Commission — 
was  appointed  on  Physical  Training  (Scotland,  1903). 

The  first  Commission  makes  the  following  recommenda- 
tions : — 

1:  That  a  permanent  anthropometric  survey  should  be 
made  of  all  children  and  young  persons — a  recommendation 
that  will,  I  am  sure,  be  unanimously  endorsed  by  this  Academy. 

2.  It  emphatically  asserts  that  no  games  can  supply  the 
place  of  methodical  physical  instruction — an  opinion  with 
which  most  medical  men  will  be  in  agreement. 

3.  It  recommends  that  State  aid  be  given  to  all  clubs  and 
cadet  corps  in  which  physical  or  quasi-militar}'  training  is 
conducted,  and  also  that  all  growing  lads  should  be  compellkd 
to  attend  classes  where  drill  and  physical  exercises  are  carried  on. 

The  Royal  Commission  on  Physical  Training  recommends 
physical  drill  for  all  children — town  and  country  alike — as  an 
essential  part  of  elementary  education,  and  comes  to  the 
following  conclusions : — 

1.  Physical  training  is  of  equal  importance  with  mental 
training. 
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2.  It  is  quite  as  important  for  girls  as  boys. 

3.  Systematic  physical  training  is  necessary  both  for  town 
and  country  children. 

It  highly  approves  boys'  brigades  and  cadet  corps  for 
growing  lads. 

The  same  point  of  view  is  to  be  found  in  the  majority 
report  of  the  Poor  Law  Commission,  which  has  lately  been 
published — viz.,  that  physical  drill  should  be  more  prolonged 
and  thorough  than  hitherto — and  many  of  the  Commissioners 
assert  that  "  the  most  effective  and  thorough  method  of 
infusing  into  boys  approaching  adolescence  a  sense  of  disciphne 
and  self  restraint,  both  physical  and  moral,  and  of  impro\ang 
their  physique  for  subsequent  industrial  occupations,  would 
be  a  universal  system  of  a  short  period  of  military  training.'' 

Let  us  consider  what  is  done  for  physical  training  in  our 
schools  at  present. 

Take  the  richer  class  of  boarding  schools  first.  It  might 
seem  at  first  sight  that  there  is  nothing  to  find  fault  with 
from  a  physical  point  of  view  in  the  education  of  the  boys 
in  these  schools.  The  boys  are  well  fed,  and,  though  it  is 
slirewdly  suspected  that  they  may  shirk  a  good  deal  of  the 
mental  training  provided,  the  open  air  exercises  considered 
suitable  are  enforced  by  the  most  rigid  and  relentless  system 
of  compulsion  that  exists  in  any  known  comnmnity — a 
democratic  compulsion  enforced  by  the  boys  themselves. 
But  there  is  no  organised  supervision  by  competent  medical 
men  of  this  compulsory  gymnastic  performance.  In  our  army 
physical  training  is  under  strict  medical  supervision. 

Our  most  expensive  public  schools  fail  utterly  to  provide 
our  boys  with  a  "  sound  system  of  physical  training,"  which 
the  Royal  Commission  on  Physical  Training  considers  to  be 
"  a  necessary  element  in  the  liberal  education  of  every  citizen," 
or  with  the  "methodical  physical  training,"  which  the  Inter- 
departmental Commission  asserts  to  be  "  indispensable,  and 
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the  absence  of  which  can  be  made  up  for  by  no  scheme  of 
games." 

In  the  middle  class  boys'  schools,  from  which  some  of  the  pupils 
enter  universities,  and  others  go  into  business  or  "  cram  " 
for  examinations  for  Civil  Service,  &c.,  the  attention  to  out- 
door games  is  much  less  than  in  the  big  public  schools,  and 
systematic  physical  drill  is,  I  might  say,  unheard  of.  The 
effects  are  seen  in  the  inferior  physique  of  the  commercial 
classes  as  compared  ^nth  the  professional  class  published  by 
the  Anthropometric  Committee  of  the  British  Association. 

In  Ireland — will  it  be  credited  ? — no  provision  whatever 
is  made  for  physical  education  in  our  intermediate  schools! 
At  least,  the  Intermediate  Education  Board  makes  none,  and, 
so  far  as  the  official  regulations  are  concerned,  the  childi'en 
might  be  merely  naked  minds  unattached  to  any  corporeal 
matter. 

In  the  elementary  schools  under  the  Board  of  National 
Education  physical  training  is  so  neglected  that  a  nominal 
half  hour  per  week  is  the  very  utmost  that  is  by  way  of  being 
compulsory'  or,  perhaps  I  should  say,  recommended. 

In  this  connection  I  might  mention  that  a  letter  upon  the 
question  of  Swedish  exercises  in  the  National  Schools  was 
written  by  the  Right  Hon,  Mr,  Justice  Ross  to  the  two  Royal 
Colleges,  and  the  Council  of  the  Royal  College  of  Surgeons  in 
Ireland  passed  the  following  resolution  unanimously  : — "  That 
this  Council  is  of  opinion  that  it  is  desirable  that  an  approved 
system  of  physical  culture  should  be  introduced  as  a  regular 
subject  of  education  in  the  National  Schools  of  Ireland." 

It  is  obvious  that  the  Council  of  the  College  was  not  in  a 
position  to  decide  off-hand  what  the  approved  system  should  be. 

A  similar  resolution  has  been  passed  by  the  Royal  College 
of  Physicians  of  Ireland. 

The  composition  of  the  two  bodies,  the  Intermediate 
Commissioners  and  the  Board  of  National  Education,  is  such 
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that  no  one  could  expect  authoritative  opinions  from  either 
body  on  the  subject  of  physical  education.  The  medical  pro- 
fession, which  is  the  only  one  specially  competent  to  deal  with 
the  matter,  is  represented  by  only  one  individual  on  each 
Board,  and  these  are  appointed  not  as  representatives  of  the 
medical  aspects  of  the  questions  at  issue,  but  as  heads  of 
educational  institutions  who  happen  to  have  graduated  in 
Medicine. 

The  higher  class  elementary  schools,  to  which  our  richer 
citizens  send  their  children,  are  no  better  managed  in  this 
respect  than  the  schools  of  the  National  Board.  Drill  and 
physical  exercises,  and  even  dancing,  are  rarely  included  in 
the  purely  intellectual  curriculum,  and  those  parents  who,  for 
any  reason,  desire  that  their  children  should  have  gymnastics 
of  any  sort  or  dancing  have  to  send  them  to  special  instructors 
elsewhere,  and  defraud  them  of  some  of  the  school  teaching 
for  which  they  have  to  pay. 

I  need  not  speak  of  the  boys  who  leave  elementary  schools 
at  the  age  of  thirteen  or  fourteen.  We  all  know  that  there  is 
no  education  provided  for  them  afterwards,  mental  or  physical. 
They  become  wage  earners,  and  soon  assume  the  irresponsible  in- 
dependence that  characterises  the  man  who  earns  his  own  bread. 

That  physical  deterioration  is  highly  probable  in  these 
Islands  has,  I  think,  been  proved  by  the  evidence  submitted, 
and  the  question  naturally  arises — What  means  have  we  at  our 
disposal  to  counteract  the  deteriorating  influence  at  work  ? 

There  are  very  many  means  tending  to  effect  this  desirable 
end,  as  has  been  already  stated,  but  I  shall  now  concentrate 
my  attention  upon  only  one  of  them,  and  I  do  this  in  the  hopes 
that  I  shall  also  concentrate  the  attention  of  my  audience  upon 
the  same  means.  I  allude  to  the  invaluable  means  of  physical 
drill  in  schools,  and  militar}^  training  after  leaving  school. 

The  proposals  I  advocate  arc  systematic  physical  exercises 
under   medical    supervision    as   a   necessary   part   of   school 
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education,  compulsory  in  all  schools — ^private  and  public, 
elementary  and  secondary — girls'  schools  and  boys'  schools 
alike,  and  not  restricted  to  half  an  hour  per  week  as  in  the 
Irish  Board  schools. 

It  is,  I  hope,  unnecessary  nowadays  to  bring  forward 
arguments  to  prove  that  physical  education  is  as  essential  as 
mental  to  the  development  of  a  healthy  human  being,  so  I 
shall  not  dilate  upon  this  part  of  the  programme  I  advocate. 
Of  course,  I  am  far  from  asserting  that  no  children  receive 
a  proper  physical  education.  What  I  do  assert  is  that  those 
who  do  obtain  it  obtain  it  accidentally,  and  that  it  is  the  duty 
of  the  State  to  accept  the  responsibility  of  insisting  that  the 
physical  education  of  its  youth  should  be  attended  to  just  as 
the  mental  education  is. 

The  second  point  I  would  insist  upon  is  that  this  physical 
education  should  not  be  abandoned  in  the  case  of  the  boys, 
at  least  (I  do  not  on  the  present  occasion  attempt  to  deal  with 
the  girls),  until  they  have  reached  the  age  of  eighteen. 

Physical  drill,  as  already  observed,  should  be  compulsory  in 
all  educational  establishments  until  that  age,  and  the  boys 
who  leave  school  before  eighteen  should  be  em-oUed,  com- 
pulsorily,  in  boys'  brigades,  cadet  corps,  &c.,  under  State 
supervision  and  medical  inspection,  until  the  age  of  eighteen. 
It  will  be  observed  that  these  proposals  have  been  unanimously 
recommended  by  the  Interdepartmental  Commission  on 
Physical  Deterioration. 

Thirdly,  and  lastly,  all  boys  physically  fit  should  be  enrolled 
in  a  Home  Defence  Army  at  the  age  of  eighteen  for  six  months' 
military  training.  It  must  be  remembered  that  by  military 
training  is  not  meant  a  life  in  city  barracks,  where  a  large  part 
of  the  recruit's  time  is  taken  up  by  household  work,  which 
has  no  relation  whatever  to  his  efficiency  as  a  soldier  or  to 
his  mental  or  physical  health.  The  young  men  are,  in  fact, 
to  be  at  a  school,  where  the  subjects  of  study  arc  military 
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training  witli  special  regard  to  the  physical  benefits  it  confers 
upon  its  votaries,  and  all  time  not  given  to  physical  and 
military  training  is  to  be  devoted  to  their  mental  training, 
or  some  art  or  trade  that  would  be  useful  to  the  man  when 
this  period  of  his  schooling  was  over. 

The  above  are  the  proposals  I  advocate  with  the  object  of 
improving  the  health  and  physique  of  our  young  men. 

It  may  be  asked  what  evidence  is  there  that  a  six  months' 
period  of  military  training  has  any  good  effect  on  the  physique 
of  young  men  ? 

Well,  there  is  abundant  evidence  to  be  obtained  in  almost 
every  civilised  country,  even  including  our  own. 

The  following  are  taken  from  the  Navy.  The  recruits  were 
measured  before  and  after  the  course  of  physical  drill,  which 
lasts  three  and  one  half  months  : — 


Age 

1 

Weight 

Che-st 

Begiuf- 
Ends 

17.11 

18.2 

125.V  lbs.             32.8  inches 
i:51        ..               34.5       „ 

A  point  worth  noticing  in  this  connection  is  that  the  great 
gain  in  physical  health  and  strength  occurs  in  all  countries 
during  the  first  six,  or  even  the  first  three,  months  of  military 
exercises. 

In  the  French  army,  measurements  show  that  the  average 
gain  in  height  during  the  first  six  months  is  one-tenth  of  an 
inch,  in  weight  3.23  lbs.,  in  circumference  of  chest  one  half  inch. 

The  gain  to  the  physical  and  moral  health  of  the  boys 
enrolled  in  boys'  brigades  and  cadet  coi-ps  is  universally 
admitted ;  and  my  proposal  is  that  the  State  should,  for  its 
own  sake,  and  for  the  sake  of  those  boys  who  cannot  be 
reached  by  the  philanthropic  efforts  of  voluntary  associations, 
take  up  this,  its  own  duty,  and  give  to  every  boy  in  the  kingdom 
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the  same  advantages  that  are  provided  by  the  private  efforts 
of  benevolent  volunteers  for  a  small  and  select  number  of  our 
youth.  When  one  thinks  of  the  numerous  agencies  at  work 
to  provide  boys  \Ndth  drill  halls,  with  gymnasiums,  with 
holiday  camps,  with  odd  days  in  the  country,  &c.,  and  remem- 
bers that  it  is  the  duty  of  the  State  to  provide  all  this  and 
more  at  the  public  cost,  and  that  there  is  no  touch  of  charity 
about  the  matter — the  State  should  carry  out  this  work  for 
its  own  advantage — one  wonders  that  the  duty  has  been  so 
long  neglected. 

Compared  with  the  rich  man's  son,  the  son  of  the  poor  man 
labours  under  many  disadvantages,  and  to  my  mind  the 
greatest  of  all  these  is  the  almost  complete  emancipation  he 
enjoys  from  parental  or  other  control  at  a  period  of  liis  life, 
adolescence,  when  more  supervision  and  discipline  is  really 
required  than  at  any  other  time. 

The  rich  man's  son  is  in  statu  pupillari,  with  even  his  very 
games  regulated,  till  he  arrives  at  the  age  of  eighteen ;  and 
even  after  that  age,  though  he  has  much  more  freedom,  he  is 
not  yet  his  own  master,  but  has  to  submit  to  the  discipUne  of 
his  college  or  university. 

The  poor  man's  son  becomes  more  or  less  his  own  master  at 
about  the  age  of  fourteen,  and,  though  he  may  have  to  work, 
has  his  leisure  quite  at  his  own  disposal,  and  very  naturally 
spends  it  often  in  pleasures  that  are  good  for  neither  his 
physical  nor  his  mental  nor  his  moral  health. 

How  would  those  of  my  audience  who  have  sons  to  educate 
like  their  sons  to  have  the  full  uncharted  liberty  at  the  age 
of  fourteen  that  the  sons  of  poor  men  possess  ?  Or,  to  put  it 
more  personally,  how  many  of  ourselves  could  have  safely 
been  entrusted  with  such  a  freedom  from  control  when  we 
were  at  this  critical  period  of  our  own  lives  ? 

We  may  indeed  regard  the  boys'  brigades  and  cadet  corps 
as  the  public  school  of  the  poor  boy,  and  the  military  training 


By  Mr.  J.  B.  Story.  371 

as  his  university,  and  we  may  be  certain  that  the  grown 
man  will  look  back  upon  his  time  in  the  boys'  brigade, 
and  his  military  training  with  the  same  pride,  and  fondness 
as  richer  men  look  back  upon  their  public  school  and  their 
college. 

In  conclusion  I  would  propose  the  following  four  resolu- 
tions : — 

(1.)  That  a  permanent  Anthropometric  survey  should  be 
made  of  children  and  young  persons. 

(2.)  That  physical  drill  should  be  compulsory  (in  con- 
junction with  a  proper  system  of  medical  inspection)  in  all 
schools,  primary  and  secondary. 

(3)  That  all  boys  between  the  ages  of  fourteen  and 
eighteen  who  are  physically  fit  should  be  compelled  to  belong 
to  boys'  brigades  or  cadet  corps,  or  to  attend  classes  where 
physical  drill  of  a  military  character  is  conducted. 

(4.)  That  all  youths  at  the  age  of  eighteen  (rich  and  poor), 
who  are  physically  fit,  should  be  compelled  to  undergo  a  period 
of  military  training. 


Dr.  Falkiner  spoke  from  personal  experience  of  the  value 
attaching  to  boy-scouting.  Apart  from  the  question  of  a 
territorial  army,  military  training  would  be  in  every  way  an 
advantage.  He  thought,  however,  that  it  was  a  good  thing 
to  let  a  boy  feel  some  sense  of  responsibility  at  an  early  age,  as 
he  believed  it  led  to  the  making  of  better  men. 

Professor  M'Weeney  said  he  became  convinced  of  the  great 
utility  of  compulsory  military  training  when  living  in  Germany. 
The  habits  of  co-ordinated  action,  subordination  and  devotion 
to  duty,  and  sacrifice  of  self,  which  a  well-conducted  course  of 
military  training  conduced,  are  invaluable  in  the  development 
of  the  individual  and  the  nation.  The  lack  of  co-ordination 
was  very  marked  in  this  country,  and  far  too  manv  of  the 
children  of  the  poorer  classes  were  allowed  to  wander  about  the 
streets  to  acquire  an  anti-social  character  of  mind,  and  to  feel 
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themselves  as  outside  the  scheme  of  things.  The  German  system 
impressed  him  with  the  feeling  of  solidarity,  and  he  considered 
the  recommendations  made  by  Mr.  Story  as  most  essential  to 
the  well-being  of  the  State. 

Surgeon-General  Boukke,  P.M.O.,  spoke  of  his  experience  of 
military  training.  There  was  a  great  difference  between  squads 
that  had  only  a  few  days'  service  and  those  that  had  longer 
periods.  He  could  assure  them  that  even  three  months  made  a 
decided  improvement,  and  the  Swedish  system  had  been  found 
to  be  of  great  advantage.  He  had  recruited  at  Preston,  and  had 
rejected  over  half  the  candidates,  but  in  agricidtural  districts, 
although  the  men  had  not  the  same  intelligence,  they  were  physi- 
cally fitter.  For  scouting,  the  town  men  would  be  much 
sharper. 

Dr.  McVittie  thought  that  the  teeth  were,  perhaps,  the  most 
important  indication  of  degeneration.  He  could  not  see  how 
a  man  was  going  to  stand  hard  work  if  he  had  not  good  opposing 
molars.  It  had  been  shown  that  86  per  cent,  of  the  children 
in  schools  in  Great  Britain  had  very  bad  teeth,  and  he  thought 
the  flgrire  showed  that  the  race  was  degenerating  at  a  rapid  pace. 
If  there  was  to  be  more  prolonged  physical  drill  it  should  be 
under  the  control  of  the  medical  profession.  If  carried  out  under 
the  control  of  those  who  knew  something  about  the  machinery 
of  the  body  it  might  be  a  great  blessing.  He  was  satisfied  that 
well-handled  compulsory  service  would  benefit  the  country, 
not  only  physically,  but  mentally  and  morally,  and  do  away 
with  the  reproach  of  the  policeman  all  over  the  place;  but  there 
was  a  danger  of  letting  the  matter  be  rushed  by  enthusiastic 
yet  ignorant  persons. 

Dr.  Nolan  spoke  of  the  good  results  of  the  Swedish  system 
in  his  Asylimi  in  Downpatrick. 

Dr.  W.  R.  Dawson  said  he  had  been  converted  to  the  doctrine 
of  compulsory  military  service  by  a  residence  in  Germany.  The 
average  young  German,  previous  to  the  age  of  military  service, 
was  a  slouching  round-shouldered  person,  but  afterwards  was 
well  set  up,  vigorous,  and  manly  looking.  It  had  been  argued 
against  compulsory  military  service  that  it  took  the  male  popula- 
tion from  their  occupations  when  they  should  be  learning  them, 
and  retarded  the  development  of  the  country,  but  he  thought  the 
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progress  of  Germany  did  away  witli  that  argument.  The  great 
advantage  of  early  training  was  that  it  got  a  boy  at  the  stage 
when  he  combined  the  self-indulgence  of  the  child  with  some  of 
the  force  of  a  man.  It  was  a  critical  stage,  and  drill  would 
be  the  salvation  of  the  young  men  of  the  country. 
Mr.  Story  replied. 


2  B 


THE  GENERAL  ANESTHETICS  BILL,  1908. 

By  T.  PERCY  C.  KIRKPATRICK,    M.D.,  F.R.C.P.I. ; 

Physician  to  Steevens'  Hospital ; 

Anaesthetist  to  the  Dental  and  Orthopfedic  Hospitals,  Dublin. 

[Read  in  the  Section  of  State  Medicine,  April  30,  1909.] 

The  attempt  to  legislate  on  the  subject  of  the  administration 
of  general  anaesthetics  that  is  being  made  in  Parliament  during 
the  present  session  presents  some  features  which  render  it 
important  that  the  matter  should  receive  the  careful  considera- 
tion of  the  medical  profession.  The  Bill  dealing  with  this 
matter  has  aheady  been  read  for  the  first  time  in  the  House  of 
Commons,  and,  as  it  is  expected  that  the  second  reading  will 
be  taken  shortly,  it  has  seemed  proper  to  the  Council  of  this 
Section  that  a  discussion  on  the  matter  should  take  place. 
It  is  my  earnest  desire  that  the  paper  which  I  am  about  to 
read  to  you  should  provoke  such  a  discussion,  and  that  the 
result  of  this  discussion  will  have  due  weight  with  Parliament 
in  fashioning  the  proposed  legislation. 

During  recent  years  much  attention  has  been  directed  to 
the  number  of  deaths  that  have  occurred  during  the  adminis- 
tration of  general  anaesthetics.  The  problem  of  how  to  prevent 
the  occurrence  of  these  deaths  has  occupied  the  attention  of 
medical  men  interested  in  the  matter  for  many  years,  and  on 
various  occasions  special  efforts  have  been  made  to  find  a 
solution.  Thus,  in  the  year  1864,  the  Royal  Medico- 
Chirurgical  Society  received  a  report  from  a  special  committee 
appointed  by  that  body  "  to  inquire  into  the  uses  and  the 
physiological,  therapeutical,  and  toxical  effects  of  chloroform, 
as  well  as  into  the  best  mode  of  administering  it,  and  of  obviat- 
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ing  any  ill  consequences  resulting  from  its  administration." 
In  the  year  1879  the  Glasgow  Committee  of  the  British  Medical 
Association  had  under  consideration  the  general  subject  of  the 
safety  of  anaesthetics.  In  1889  and  1890  the  reports  of  the 
first  and  second  Hyderabad  Commissions  were  published,  and 
in  1901  the  Committee  of  the  British  Medical  Association 
again  reported  on  the  subj  ect.  Besides  these  collective  reports 
a  great  deal  of  individual  attention  has  been  devoted  by 
anaesthetists  to  both  the  clinical  and  the  scientific  aspects  of 
the  matter.  Last  year  the  subject  was  brought  prominently 
before  the  public  by  Dr.  F.  J.  Waldo,  one  of  the  Coroners  for 
the  City  of  London,  whose  attention  had  been  called  to  the 
matter  by  the  number  of  deaths,  resulting  from  this  cause,  that 
he  was  called  on  to  investigate.  Dr.  Waldo  stated  that  he 
believed  that  the  number  of  deaths  recorded  bore  a  very  small 
proportion  to  the  number  that  actually  occurred,  and  that  no 
reliable  statistics  on  the  matter  w^ere  available.  Though  the 
actual  number  of  deaths  from  this  cause  is  small,  yet  this 
number  has  shown  a  tendency  to  increase  in  recent  years. 
Thus  the  Annual  Returns  of  the  Registrar-General  for  England 
and  Wales  show  that  in  the  year  1902  there  were  U8  deaths  ; 
in  1903,  146  deaths ;  in  1904,  154  ;  in  1905,  155 ;  and  in  1906, 
183 — a  total  for  the  five  years  of  786,  or  an  annual  average  of 
157.1.  Eight  deaths  from  anaesthetics  were  registered  in 
Ireland  during  the  year  1907.  It  is  not  my  present  purpose 
to  discuss  the  meaning  of  these  figures  or  the  conclusions 
which  may  be  drawn  from  them,  but  in  connection  with  them 
there  are  two  points  which  should  be  kept  in  mind.  It  will 
be  admitted  that  the  number  of  operations  is  probably  on  the 
increase,  and,  not  only  that,  but  at  the  present  time  more 
operations  of  a  grave  nature  are  imdertaken  than  formerly, 
and  that  too  with  the  patient  in  a  condition  which  a  few  years 
ago  would  have  been  considered  a  contraindication  to  any 
operation.     Since    such    operations    often    entail    for    their 
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performance  a  profound  narcosis,  one  would  expect  an  in- 
creased rate  of  mortality  during  anaesthesia.  At  the  same 
time,  anyone  who  reads  the  records  of  fatalities  given  in  the 
medical  papers  cannot  fail  to  be  struck  with  the  number 
that  take  place  during  operations  of  a  comparatively  trivial 
nature,  and  in  patients  whose  condition  m  no  way  forewarned 
the  operator  of  the  fatal  result. 

The  proposed  legislation  appears  to  be  the  direct  result  of 
the  attention  thus  called  to  these  matters,  and  it  is  with  this 
legislation  that  we  are  now  especially  concerned.  I  have  not 
been  able  to  procure  a  copy  of  the  Bill  as  read  in  the  House  of 
Commons  last  month,  so  shall  devote  my  attention  to  the 
Bill  as  submitted  to  the  General  Medical  Council  last  year  by 
the  Priv}^  Council.  This  Bill  proposes  to  regulate  the  adminis- 
tration  of  general  anaesthetics  by  two  main  pro\asions :  — 

(1)  By  limiting  the  permission  to  administer  drugs  for  the 
purpose  of  producing  general  anaesthesia  to  legally  qualified 
medical  practitioners,  registered  mider  the  Medical  Acts  ;  and 

(2)  by  making  compulsory  on  all  medical  students,  before 
registration,  a  thorough  theoretical  and  practical  instruction 
in  anaesthetics,  and  by  compelling  them  personally  to  have 
administered  anaesthetics  under  the  supervision  and  to  the 
complete  satisfaction  of  their  respective  teachers. 

With  regard  to  the  principle  of  the  second  provision,  there 
will,  we  think,  be  little  difference  of  opinion.  If  medical  men 
are  to  have  special  privileges  in  the  matter  it  should  only  be 
because  they  have  special  qualifications  for  those  privileges. 
One  can  only  regret  that  the  possession  of  these  qualifications 
is  to  be  forced  on  the  profession  by  public  legislation,  instead 
of  being  eagerly  embraced  by  the  profession  itself. 

For  many  years  past  anaesthetists  have  urged  the  necessity 
for  medical  students  to  receive  special  instruction  in  this 
subject  before  they  were  admitted  to  their  qualifying  examina- 
tions, but  the  licensing  bodies  and  the  General  Medical  Council 
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made  no  move  in  the  matter  until  some  three  years  ago. 
Even  at  the  present  time  it  is  quite  possible  for  a  man  to  be 
entered  on  the  Medical  Register  without  having  any  experience 
whatever  in  the  difficult  and  important  duty  of  administering 
general  anaesthetics. 

It  would  seem  to  us  to  be  a  serious  matter  that  legislation 
is  to  be  instituted  to  protect  the  public  from  the  profession, 
and  we  sincerely  trust  that,  even  though  at  the  last  moment, 
the  profession  will  render  such  a  step  unnecessary  by  a  whole- 
hearted adoption  of  this  wise  provision. 

With  regard  to  the  other  matter,  much  difference  of  opinion 
has  arisen.  During  the  past  thirty  years,  since  the  passing 
of  the  Dentists'  Act,  1878,  there  has  grown  up  among  us  a 
sister  profession,  which  has  already  showTi  itself  not  unworthy 
to  be  ranked  among  the  learned.  In  high  professional  ideals' 
in  the  scientific  methods  employed,  and  in  the  excellence  of 
the  curriculum  diawni  up  for  its  students,  the  Dental  Profession 
need  fear  no  comparison  with  the  Medical,  yet  in  the  proposed 
Bill  this  profession  is  to  be  deprived  of  the  privilege,  which  its 
members  have  always  enjoyed,  of  administering  anaesthetics  to 
their  patients.  We  should  remember,  too,  that  it  is  to  a 
member  of  this  profession  that  we  owe  the  introduction  of 
ansesthetics  into  general  surgery,  and  to  dentists  also  we  are 
indebted  for  many  subsequent  advances  in  the  methods  of 
administration.  For  years  past  the  dental  curriculum  has 
made  instruction  in  anaesthetics  compulsory  on  dental  students, 
and  the  dental  hospitals  were  among  the  first  to  recognise  the 
importance  of  having  on  their  staffs  special  officers  as 
anaesthetists.  Many  of  our  medical  anaesthetists  to-day  owe 
their  skill,  in  a  large  degree,  to  the  practice  they  have  enjoyed 
in  such  hospitals.  Why,  then,  is  it  proposed  to  exclude 
dentists  in  the  future  from  this  privilege  ?  It  is  not  because 
they  have  abused  this  privilege,  for  the  most  searcliing  inquiry 
has  failed  to  bring  forward  evidence  that  dentists  have  con- 
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tributed  in  any  considerable  degree  to  the  ansesthetic  death- 
rate.  This  is  the  more  remarkable,  too,  when  we  consider  that 
the  dental  qualification  does  not  confer  the  right  to  sign  a 
death  certificate,  and  consequently  any  deaths  occurring  in 
dentists'  practice  must  necessarily  become  the  subject  of 
judicial  investigation. 

Thirteen  deaths  are  recorded  as  having  occurred  in  the 
practice  of  dentists  during  the  past  twenty-one  years.  In 
eight  of  these  cases  the  administrators  were  registered  dentists, 
but  only  four  of  them  possessed  diplomas.  It  is  not  possible 
to  give  any  exact  figures  as  to  the  number  of  times  anaesthetics- 
were  administered  by  dentists  during  these  twenty-one  years, 
but  it  is  calculated  that  this  number  must  have  amounted  to 
many  hundreds  of  thousands. 

I  have  followed  carefully  the  correspondence  that  has  lately 
taken  place  in  the  Lancet  in  reference  to  this  matter  in  order 
to  try,  if  possible,  to  find  out  the  arguments  brought  forward  in 
support  of  the  contention  that  the  dentists  of  the  future 
should  be  prevented  in  the  public  interest  from  administering 
ansesthetics.  The  issue  appears  to  have  been  obscured  by  the 
introduction  of  many  irrelevant  matters,  so  that  it  is  not  easy 
to  find  an  explicit  statement  of  the  case.  The  chief  arguments 
relied  on  seem  to  be  that  in  order  to  safely  administer  any  of 
these  drugs  a  full  and  complete  medical  training  is  essential, 
as  well  as  a  special  training  in  the  matter  in  hand.  Further, 
that  the  permission  to  dentists  to  administer  anassthetics 
necessarily  leads  to  the  undesirable  practice  of  the  one  person 
being  both  administrator  and  operator.  We  may  dismiss  this 
latter  argument  at  once,  as  it  applies  in  the  same  way,  if  not 
in  the  same  degree,  to  the  medical  profession.  Anyone  who 
knows  anything  of  midwifery  practice  will  admit  the  truth  of 
this  statement.  With  regard  to  the  former  argument,  the 
answer  is  more  difficult.  I  am  fully  convinced  that  some 
knowledge   of  physiology  and  clinical   medicine  is  of  great 
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importance,  if  not  essential,  in  a  good  anaesthetist,  but  I  am  as 
firmly  convinced  that  technical  skill  and  practice  in  the  art 
of  administration  is  an  absolute  necessity.  The  long  and 
melancholy  death-roll  of  patients  anaesthetised  by  fully 
qualified  medical  men  for  operations  of  a  trivial  nature  make 
it  quite  clear  that  medical  knowledge  alone  is  no  safeguard  in 
anaesthesia,  whereas  the  technical  skill  of  many  non-qualified 
anaesthetists  has  conferred  a  high  degree  of  safety  on  their 
patients.  There  are  few  of  us,  I  believe,  who  would  hesitate 
in  our  choice  between  the  unpractised,  yet  medically  qualified, 
anaesthetist,  and  the  one  who,  though  without  medical  training, 
had  acquired  that  technical  skill  which  results  from  long 
practice.  I  do  not  wish,  however,  to  labour  this  point ;  my 
contention  is  that,  if  a  similar  course  of  instruction  is  made 
compulsory  on  dental  as  on  medical  students,  the  medical 
training  of  a  dental  student  should  be  quite  sufficient  to  make 
him  a  competent  anaesthetist.  If  one  takes  the  curriculum 
for  dental  students  of  the  Royal  College  of  Surgeons  in  Ireland 
it  will  be  seen  that  not  only  has  the  student  to  receive  instruc- 
tion in  anatomy,  physiology,  anaesthetics,  and  to  attend  the 
teaching  of  a  clinical  hospital  for  twelve  months,  but  that  he 
has  to  pass  an  examination  in  these  subjects,  including  a 
clinical  examination  in  medicine  and  surgery.  This  being  the 
case,  I  contend  it  is  unfair  of  medical  men  to  urge  the  with- 
drawal of  a  privilege  so  long  enjoyed  and  so  little  abused  from 
a  great  profession  that  enforces  such  a  high  standard  of  educa- 
tion from  candidates  for  its  ranks.  Such  a  withdrawal  camiot 
be  justified  on  the  plea  of  the  public  safety,  and  it  is  as  unfair 
as  it  is  unwise  to  urge  it  on  the  plea  of  the  protection  of  the 
doctors. 

I  would  suggest  that  the  Bill  should  be  amended  by  extending 
to  registered  dentists  the  same  privileges  in  regard  to  the 
administration  of  anaesthetics  as  are  extended  to  the  registered 
medical  practitioners,  and,  at  the  same  time,  by  exacting  from 
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dentists  a  similar  course  of  instruction  in  the  subject  as  is 
enjoined  on  medical  students.  I  believe  in  this  way  the  safety 
of  the  public  would  be  adequately  ensured,  a  distinct  check 
would  be  given  to  unqualified  practice,  the  position  of  the 
anaesthetist  would  be  enhanced,  and  the  honour  of  both 
professions  would  be  maintained.  Whatever  opinion  the 
medical  profession  may  see  fit  to  adopt  on  this  important 
matter,  I  sincerely  trust  that  that  opinion  will  be  formed  on  a 
careful  consideration  of  the  merits  of  the  case,  and  that  in 
such  consideration  professional  exclusiveness  y\i\\  have  no  part. 


Dr.  Craig  said  that  Dr.  Kirkpatrick  stood  ahnost  aloue  m 
his  defence  of  the  dentists  who  were  not  also  registered  medical 
practitioners.  Although  in  favour  of  the  Bill  he  thought  they 
might  legislate  in  far  too  many  directions  and  so  overload  the 
student.  The  dentist  who  had  taken  the  trouble  to  become  a 
qualified  medical  man  would  not  be  touched  by  the  Bill.  It 
was  only  those  who  had  iiot  taken  the  trouble  to  go  through  the 
ordinary  medical  curriculum  A\ho  would  be  hardly  hit,  and 
rightly  so  in  his  opinion. 

Dr.  Kirkpatrick,  in  reply,  said  he  did  not  think  the  privilege 
of  administering  gas  should  be  taken  away  from  the  dentists 
without  due  cause  being  sho^\'n,  and  the  onus  of  proof  lay  with 
those  who  wished  to  withdraw  the  privilege.  That  was  a  point 
which  had  been  lost  siuht  of  in  discussions  on  the  subject. 
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THE  DETERMINATION  OF  THE  CRITICAL  SOLUTION 
POINT   OF  URINE. 

By  W.  R.  GELSTON  ATKINS,  B.A.  Univ.  Duel.  ; 

Demonstrator  of  Ohemistiy  in  the  Chemical  Laboratorv, 
Trinity  College.  Dublin. 

[R^ad  in  the  Section  of  Anatomy  and  Pliysiology,  April  23.  1909.] 

This  method  of  examination,  which  was  demonstrated  to  the 
meeting,  depends  upon  the  measurement  of  the  difference  in 
temperature  between  the  '"  critical  solution  point  '"  of  pure 
w^ater  and  phenol  and  that  of  urine  and  phenol.  It  may  be 
carried  out  in  five  minutes  in  a  test  tube  with  an  ordinary 
thermometer.  The  temperature  differences  to  be  measured 
are,  roughly,  eight  times  as  great  as  those  in  the  freezing 
point  method.  About  2  c.cm.  of  urine  are  usually  required. 
It  may  be  employed  in  all  cases  of  urine  examination  where 
cryoscopy  can  be  used. 

To  determine  the  critical  solution  point  shake  phenol  into 
a  dry  tube  to  the  depth  of  1  cm.  roughly,  run  in  water  to  mpre 
than  completely  cover  the  phenol,  warm  till  the  contents 
become  homogenous.  If  no  opalescence  appears  on  allowing 
the  liquid  to  cool,  add  drops  of  water  till  an  opalescence  is 
got  on  cooling  after  warming.  Proceed  in  this  manner  till  a 
beautiful  opalescence  is  obtained,  and  note  the  temperature 
at  M'hich  the  white  fog.  followed  by  two  layers  on  standing, 
appears  in  the  homogeneous  liquid.  This  gives  the  critical 
temperature,  which  is  about  66°  C,  but  may  varv  with  each 
sample  of  phenol.     Repeat   the   processes,   using   urine   and 
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phenol ;  the  critical  temperature  will  now  be  about  77°  C.  or 
up  to  82°  C,  accordmg  to  the  concentration  of  the  urine — 
viz.,  the  rise,  Eg  =  11°  — 16°  C.  Pathological  urines  may 
give  values  of  Re  ranging  from  4°  —  9°  C. 

The  theon^  and  detailed  account  of  the  method  may  be 
found  in  the  British  Medical  Journal,  February  1,  1908,  or  less 
fully  in  the  Journal  of  Clinical  Research,  October,  1908. 


Professor  Thompson  thought  the  method  would  work  out 
of  great  value  if  it  was  reliable,  as  it  was  much  more  convenient 
than  freezing. 

Professor  Milroy  said  he  wondered  if  the  mean  arrived  at 
would  not  vary  very  considerably  under  experimental  conditions. 
The  great  advantage  of  freezing  was  that  it  prevented  alteration 
in  the  composition  of  the  urine,  while  the  molecular  concentration 
of  urine  altered  during  the  process  of  warming. 

Professor  McWeeney  said  the  method  gave  an  extended  scale 
and  power  to  judge  of  very  much  smaller  differences  in  molecular 
concentration,  but  until  it  had  been  tried  under  various  conditions 
he  did  not  think  they  could  say  much  about  it,  as  it  depended 
on  a  number  of  factors  which  cUd  not  appear  to  have  been  fully 
investigated. 
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SECTION  OF  ANATOMY  AND  PHYSIOLOGY. 

Friday,  January  22,  1909. 

The  President,  Professor  T.  H.  Milroy,  in  the  Chair. 

Profp:s.sor  Milroy,  havinu'  thanked  the  Section  for  the  honour 
conferred  upon  liim  in  his  election  to  the  Presidency,  said  he 
wished  to  put  before  the  members  the  result  of  some  work  which 
he  had  done  on  reaction  time,  and  which  he  had  undertaken 
in  order  to  study  the  nature  of  mental  fatigue. 

Reaction  Time :  Fatigue  during  Reaction  Time  Experiments. 

By  reaction  time  is  meant  the  period  which  elapses  between 
xhe  initiation  of  a  sensory  stimulus  and  a  volitional  motor 
response  on  the  part  of  the  stimulated  individual.  Thus  one 
might  estimate  this  time  for  hearing,  sight,  or  touch,  takmg  the 
same  type  of  motor  response  as  indicator  in  each  case,  ^^'hen 
a  series  of  reaction  times  are  taken  for  any  of  the  above- 
mentioned  senses,  one  observes  that  there  are  naturally  distinct 
variations  in  the  intervals  between  the  sensory  stimuli  and  the 
niotor  responses  ;  but  one  may  also  observe  that  in  all  cases, 
after  a  prolonged  series  has  been  taken,  fatigue  gradually  sets  in, 
as  shown  by  a  lengthening  of  the  reaction  time.  This  fatigue 
might  affect  the  sensory  paths,  the  sensory  centres,  the  inter- 
mediate central  paths  between  these  centres  and  the  voluntary 
motor  centres,  or  the  motor  path  as  far  as  the  muscles  themselves. 
The  experiments  were  carried  out  in  order  to  arrive  at  some 
knowledge  as  to  the  most  probable  seat  of  the  fatigue.  In  all 
cases  a  preliminary  series  of  reactioi\  time  experiments  was 
taken  in  order  to  obtain  an  average  normal  result.  Then,  follow- 
ing such  a  series,  various  devices  were  employed  in  order  to 
fatigue,  it  possible,  mainly  the  sensory,  then  in  another  series 
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maiiilv  the  intermediate  central  paths,  and,  in  still  another,  the 
motor  paths.  The  following  may  be  taken  as  an  example  of  the 
procedure  adopted  in  connection  with  the  analysis  of  the  fatigue 
produced  during  reaction  time  for  hearing  experiments.  At 
first  the  average  normal  reaction  time  for  hearing  was  obtained. 
Then  the  person  was  asked  to  follow  carefully  the  ticks  of  a 
metronome  beating  regularly,  and  to  keep  count  of  the  beats. 
This  could  be  done  without  straining  attention  beyond  a  very 
slight  extent.  After  varying  periods  of  this  metronome  counting 
the  reaction  time  for  hearing  was  again  taken.  It  was  found 
that  there  Avas  practically  no  lengthening  of  the  reaction  time, 
even  after  the  person  had  listened  to  the  metronome  for  one 
hour.  In  another  series  of  experiments  the  person  was  asked 
to  count  the  irregular  ticks  produced  by  toothed  wheels  acting 
on  one  another,  the  speed  at  which  those  were  driven  being 
varied.  After  varying  periods  of  this  form  of  sound  production, 
the  reaction  time  for  hearing  was  again  taken.  It  was  found 
that,  even  after  shorter  periods  than  in  the  case  of  the  metronome, 
slight  fatigue  was  produced  as  shown  by  the  lengthening  of  the 
reaction  time.  In  still  another  series  the  reaction  time  for 
hearing  experiments  itself  was  used  throughout  to  produce  the 
fatigue,  and  it  was  found  that  the  lengthening  of  the  reaction 
time  took  place  much  more  rapidly  than  was  the  case  in  the 
immediately  preceding  series.  The  principal  difference  in  the 
nature  of  the  three  series  was  the  degree  of  attention  which  was 
required  to  be  directed  towards  the  act.  This  was  least  in  the 
first  series  and  gi-eatest  in  the  last.  It  was  then  deemed  advisable 
to  study  the  effects  of  interpolating  between  two  series  of  reaction 
times  for  hearing,  a  series  of  similar  ones  for  sight,  or  between 
two  series  of  sight  reactions,  one  for  hearing.  In  practically 
all  cases  a  change  of  this  character  did  not  prevent  or  even  delay 
the  usual  onset  of  fatigue.  Tn  fact  if  there  was  more  variation 
than  the  above-mentioned  in  the  reactioii  times  series — as,  for 
example,  hearing,  sight,  hearing,  sight — the  lengthening  in  the 
last  series  of  reaction  times  for  sight  was  greater  than  it  would 
proljably  have  been  had  reaction  times  for  sight  been  taken 
throughout  the  whole  experiment.  In  these  experiments  the 
sensory  paths  were  varied,  the  central  was  in  part  varied,  while  the 
motor   path   remained   the   same.     Although   the  central   path 
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was  varied  in  so  far  as  a  trausiiuission  had  to  take  place  from  a 
different  sensory  centre  to  the  same  motor  one,  there  was  one 
central  system  common  to  all — namely,  that  concerned  in  direct- 
ing attention  to  the  translation  from  the  sense  perception  to  the 
volitional  act.  Therefore,  as  the  sensory  channels  have  been 
changed,  and  the  path  from  sensory  centre  to  voluntary  motor 
centre  also  varied,  if  these  changes  mean  rest  to  the  unemployed 
paths,  then  fatigue  must  have  affected  either  the  higher  neuron 
systems  concerned  in  the  maintenance  of  what  we  term 
"  attention,"  or  the  neurons  concerned  in  the  transmission  of 
the  motor  impulses.  That  it  is  not  the  latter  is  shown  by  the 
results  of  certain  experiments  which  were  carried  out  with  the 
view  of  fatiguing,  if  possible,  the  motor  path  without  affectijig 
to  any  marked  extent  the  higher  centres  concerned  in  the  main- 
tenance of  attention.  This  was  done  by  asking  the  person  to 
carry  out  similar  motor  acts  to  those  employed  in  the  ordinary 
reaction  time  experiments.  No  sign  of  fatigue  was  to  be  observed, 
as  judged  by  the  average  duration  of  reaction  time,  before  and 
after  such  a  period  of  motor  activity.  An  example  of  the  degrees 
of  fatigue  produced  by  changing  from  one  form  of  reaction  time 
to  another  (the  motor  response  in  each  case  being  the  same)  mav 
be  given — (1)  Normal  reaction  time  for  sight,  .206  second 
(average  over  twenty-five  minutes ;  experiment  250  observations). 
(2)  Subsequent  reaction  time  for  hearing,  .225-  second  taken 
for  ten  minutes  (the  normal  for  hearing  being  below  .200 
second).  (3)  Continuation  of  (2)  for  another  ten  minutes, 
reaction  time  (hearing)  .267  second.  (4)  Reaction  time 
for  sight  taken  in  conclusion  for  a  period  of  ten  minutes,  .271 
second.  This  degree  of  fatigue  from  .206  second  to  .271  second 
is  probably  not  less  than  would  have  occurred  had  reaction 
times  for  sight  been  taken  throughout  the  whole  experiment. 
From  a  careful  study  of  a  large  number  of  experiments  on  the 
reaction  time,  it  appears  as  if  in  all  cases  the  fatigue  has  its  seat 
in  the  higher  centres  concerned  in  the  direction  of  the  attention 
towards  the  sensory  motor  reaction.  These  higher  centres  appear 
to  be  required  in  order  to  link  the  various  synapses  of  the  higher 
psychical  and  volitional  motor  centres  more  closely  together, 
and  thus  facilitate  the  transmission  of  the  nervous  impulses. 
Thus,  in  their  fatigue  there  is  a  ilelay  in  transmission  probably 
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due  to  the  liislier  resistance  at  the  synapses,  which  are  not  so 
closely  linked  together  as  when  the  attention  is  freshly  directed 
towards  the  act  at  the  outset  of  the  experiment. 

Professor  Dixon  expressed  the  thanks  of  the  Section  to  the 
President  for  throwing  so  clear  a  light  on  the  action  between 
neurons ;  his  method  of  tackling  the  problem  was  undoubtedly 
the  right  one. 

Professor  Eraser  said  there  was  a  great  difference  between 
the  effect  of  a  bell  sounding  for  dinner  and  a  burglar  alarm  at 
night,  although  the  path  was  the  same. 

Dr.  Dawson  said  that  if  the  President's  theory  was  correct 
it  would  appear  that  the  site  of  the  will,  so  far  as  it  had  a  local 
habitation,  must  be  somewhat  higher  than  the  faculty  of  attention. 

Dr.  Walter  Smith  said  that  the  fundamental  value  of  the 
communication  appeared  to  be  its  introduction  of  quantitative 
measurements  into  the  estimation  of  psychological  and  sensual 
processes.  In  judging  of  reaction  time,  an  important  factor 
was  the  duration  of  the  stimulus.  There  was  a  great  difference 
between  the  momentary  impact  of  a  visual  stimulus  and  the 
relatively  long  duration  of  even  the  shortest  soiuicL  The  subject 
was  valuable  to  physicians  and  surgeons  in  estimating  the 
phenomenon  of  knee-jerk,  or  the  many  manifestations  of  dis- 
ordered and  delayed  sensations  in  hysteria.  A  most  important 
point  was  the  fatigue  in  the  synapses  between  neurons.  It  was 
possible  to  draw  an  analogy  between  mental  and  digestive 
processes  :  in  the  nervous  system  they  might  recognise  the 
possibility  of  a  stimulus  of  stimuli  just  as  there  was  in  the  digestive 
system  a  ferment  of  ferments. 

Dr.  Moorhead  said  he  strongly  believed  that  after  a  short 
rest  following  work  one  could  turn  to  a  new  variety  of  work 
that  required  just  as  much  attention,  whereas  if  one  turned  to 
the  same  kind  of  work  the  same  power  of  attention  would  not 
be  appreciated. 

Professor  Milroy,  in  reply,  said  the  nature  of  impressions 
varied  accordmg  to  the  stimulus.  One's  idea  of  certain  sounds  was 
based  on  past  sensations  and  memories  which  called  forth  a  dif- 
ferent mental  condition.  There  were  certainly  two  paths  between 
neural  centres — one  voluntary,  the  other  formed  by  habit — 
but  they  could  not  say  whether  the  linkage  was  always  made 
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by  the  one  path,  nor  could  they  recognise  where  volition  came  in. 
His  tests  were  for  the  purpose  of  finding  where  fatigue  occurred, 
not  to  find  what  alterations  in  duration  of  stimuli  produced — 
that  had  been  carefully  worked  out  by  others.  It  was  difficult 
to  tell  how  change  gave  rest.  Sight  plus  hearing  would  produce 
greater  fatigue  than  one  form  of  fatigue  carried  the  whole  way 
■down. 

Notes  on  the   Sterno-clavicular  Joint. 

Dr.  H.  M.  Johnston  made  a  communication  on  the  above 
joint,  and  exhibited  drawings  in  illustration  of  the  interesting 
points  brought  forward  regarding  the  anatomy  of  the  articulation 
and  the  movements  of  the  clavicle.  The  security  of  the  joint 
was  shown  to  depend  mainly  upon  the  costo-clavicular  ligament, 
which  is  always  tense,  even  when  the  upper  extremity  is  hanging 
by  the  side.  Owing  to  the  attachment  of  this  ligament  to  the 
clavicle  being  on  the  postero-inferior  aspect,  elevation  of  the 
clavicle  is  permitted  by  a  movement  of  rotation  taking  place, 
during  which  the  anterior  surface  of  the  bone  becomes  directed 
somewhat  upwards.  The  interarticular  meniscus,  intervening 
between  the  inner  end  of  the  clavicle  and  the  sternum  and  first 
costal  cartilage,  and  against  which,  owing  to  the  laxity  of  the 
capsular  ligament,  the.  articular  surface  of  the  clavicle  can  move 
(upwards  and  downwards,  forwards  and  backwards)  serves 
rather  as  a  "  buffer,"  preventing  shocks  and  jars  being  trans- 
mitted to  the  sternum,  than  as  a  ligament.  To  the  sternum 
and  costal  cartilage  (this  meniscus  intervening)  the  inner  end 
of  the  clavicle  seems  to  be,  as  a  general  rule,  firmly  applied. 
During  pulling,  and  when  supporting  the  weight  of  the  body 
by  hanging  from  the  hands,  the  clavicle  is  drawn  somewhat 
outwards.  This  does  not  occur  during  reaching  movements, 
as  the  contraction  of  the  subclavius  muscle  prevents  the  clavicle 
being  drawn  away  from  the  sternum  as  the  scapula  moves  out- 
wards and  forwards.  This  fact  can  be  readily  demonstrated 
in  the  living  subject. 

Professor  Dixon  stated  that  he  had  seen  the  dissections 
■of  the  joint  made  by  Dr.  Johnston,  and  was  convinced  that  the 
explanations  given  of  the  function  of  the  costo-clavicular  ligament 
and  of  the  subclavius  muscle  were  the  correct  ones. 
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Professor  Eraser,  Dr.  Moorhead  and  Professor 
MLouGHLTX  expressed  their  appreciation  of  the  work  done,  and 
of  the  interesting  nature  of  the  conclusions  submitted  by  Dr. 
Johnston. 

In  replying,  Dr.  Johnston  called  attention  to  the  fact  that  the 
nerve-supply  of  the  subclavius  muscle  was  from  the  same  source 
(5  and  6  C.)  as  the  upper  part  of  the  serratus  magnus,  which 
muscle  Avas  so  intimately  associated  with  the  reaching  forward 
movements. 

Dorsal  Subclavian  Artery. 

Professor  M'Loughlin  exhibited  a  specimen  of  the  above. 
There  were  three  branches  from  the  arch  of  the  aorta.  The 
first  branch  was  a  stout  trunk,  6  mm.  long  and  22  mm,  wide, 
which  gave  of?  the  two  common  carotid  arteries  ;  the  second 
branch,  which  lay  against  the  first,  was  the  left  subclavian,  and 
the  third  branch,  12  mm.  behind  the  second,  was  the  irregular 
right  subclavian.  This  artery  was  10  cm.  in  length,  and  ran 
its  usual  course  behind  the  oesophagus  and  trachea,  and  in  front 
of  the  thoracic  duct,  crossing  from  left  to  right  the  bodies  of 
the  third  and  second  dorsal  vertebrse  to  reach  the  neck.  Its 
branches  were  normal — if  we  except  the  origin  of  the  internal 
mammary  artery  from  the  thyroid  axis.  The  branch  of  the 
superior  intercostal  artery  to  the  second  space  was  shown  to  be 
joined  by  the  usual  small  branch  from  the  first  aortic  intercostal. 
The  presenc  eof  this  little  branch  in  association  with  a  dorsal 
subclavian  artery  should  dispose  of  its  claim  to  be  regarded  in 
normal  bodies  as  a  representative  of  the  right  dorsal  aorta  behind 
the  fourth  arch.  The  thoracic  duct  passed  into  the  neck,  not 
on  the  right  side,  as  is  usual  in  such  cases,  but  on  the  left  side, 
where  it  opened  into  the  left  vertebral  vein. 

Duodenal  Diverticulum. 
Professor  M'Loughlin  next  exhibited  a  specimen  of  duodenal 
diverticulum.  The  opening  was  oval  (16  mm.  x  13  mm.),  and 
was  situated  between  the  bile  papilla  and  the  caruncula  minor, 
the  centre  of  the  opening  being  10  mm.  above  and  to  the  left  of 
the  former,  and  12.5  mm.  below  and  to  the  right  of  the  latter. 
The  hood-like  valvula  connivens  above  the  bile  papilla  passed 
down  the  right  wall  of  the  diverticulum.     The  upper  boundary 
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of  the  opening  was  sharply  defined  by  a  curving  valvula  con- 
nivens,  the  sac  passing  up  underneath  this  overhanging  edge. 
The  lower  and  left  walls  of  the  sac  sloped  gradually  on  to  the 
somewhat  smooth  mucous  membrane  of  the  duodenum  below. 
The  depth  of  the  diverticulum  was  18  mm.  On  being  dis- 
sected from  the  back,  the  diverticulum  was  found  to  be  embedded 
in  the  head  of  the  pancreas,  and  supported  behind  in  its  right 
half  by  the  bile  duct.  The  duct  of  Wirsung  coming  down  through 
the  head  of  the  pancreas  swept  to  the  right  round  the  lower  part 
of  the  diverticulum,  and  there  joined  the  bile  duct  about  12  mm. 
from  the  opening  on  the  bile  papilla.  The  duct  of  Santorini 
passed  up  from  the  lower  part  of  the  head  in  front  of  the  duct 
of  Wirsung,  with  which  it  communicated  by  a  large  branch,  and 
then  curved  round  the  left  side  of  the  sac,  rising  as  it  passed  for- 
wards to  open  into  the  duodenum  above  and  to  the  left  of  the  diver- 
ticular opening.  An  artery  from  the  gastro-duodenal  artery 
dropped  down  to  the  wall  of  the  sac  and  was  distributed  in  several 
branches.  In  commenting  on  the  absence  of  any  satisfactory 
explanation  of  these  diverticula,  which  are  usually  found  in  the 
situation  described,  the  exhibitor  suggested  that  in  these  diverti- 
cula we  possibly  had  evidence  of  an  effort  of  the  duodenum  to 
produce  a  gland — perhaps  part  of  the  pancreas,  perhaps  a  gland 
that  was  neither  pancreas  nor  liver.  The  ventral  pancreas  is 
now  known  to  arise  in  two  buds  from  the  base  of  the  liver  diverti- 
culima — one  of  these  (the  left  according  to  Helly)  usually  dis- 
appearing early.  The  tendency  to  early  disappearance  of  this 
bud  is  suggestive  of  a  primitive  type  of  gland  ;  the  disappearance 
of  its  connection  with  the  other  bud  may  mean  only  a  partial 
atrophy,  and  the  presence  of  ductless  elements — the  cell-islands 
of  Langerhans — may  be  the  result  of  the  early  obliteration  of 
the  proximal  part  of  the  bud  with  the  persistence  of  the  distal 
portions  in  the  cell-islands.  It  is  possible  that  such  a  diverti- 
culum as  the  one  described  may  be  an  occasionally  persisting 
proximal  cul-de-sac  along  the  hue  of  growth  of  the  ductless  cell- 
islands  of  the  pancreas,  to  which  it  would  then  stand  in  the  same 
relation  as  the  foramen  caecum  of  the  tongue  to  the  central 
portion  of  the  thyroid  gland. 

Professor  Dixon  and  the  Professor  Milroy  briefly  discussed 
the  communication,  and  in  reply  to  Dr.  H.  M.  Johnston,  Professor 
T.  '2  c 
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M'Louslilin  stated  that  the  wall  of  the  sac  was  thin,  and  composed 
chiefly  of  mucous  membrane,  but  a  ring  of  muscle  was  present 
around  the  circumference  for  a  short  distance  up  the  wall. 

Lantern  Demonstrations   of  Surface   Anatomy. 

Professor  Fraser  gave  a  lantern  demonstration  of  a  series 
of  slides,  showing  (a)  the  living  model  from  the  front,  the  back 
and  the  side,  with  the  superior  extremity  in  various  positions ; 
(6)  a  series  of  the  head  and  neck,  showing  the  various  movements, 
flexion,  extension,  lateral  inclination,  and  rotation  to  right  and 
left ;  (c)  a  series  of  the  trunk,  showing  its  various  movements — 
flexion,  extension,  lateral  inclination,  and  rotation  to  right  and 
left ;  {d)  a  series  of  the  lower  extremity,  showing  the  various 
degrees  of  flexion  from  the  outer  and  inner  aspects  of  the  limb. 

The  President  and  Members  expressed  their  appreciation  of 
the  beautiful  series  of  photographs  exhibited  on  the  screen. 


Friday,  Ajyril  23,  1909. 
The  President,  Professor  T.  H.  Milroy,  in  the  Chair. 

The  Mechanism  of  Deglutition. 

Professor  W.  H.  Thompson  made  a  communication  on  the 
above.  He  said  the  usual  conception  of  the  act  of  swallo^nng 
was  that  it  consisted  of  three  stages — mouth,  pharynx,  and 
cfsophagus.  But  when  onf^  reflected  it  was  ob\'ious  that  the  act 
was  a  reflex  one,  and,  as  such,  would  be  discharged  from  certain 
places  and  by  certain  stimuli.  It  had  been  proved  by  experiment 
that  the  starting  of  the  swallowing  reflex  was  sufficient  to  carry 
the  movement  right  down  to  the  lower  end  of  the  oesophagus, 
even  though  a  segment  of  the  oesophagus  were  cut  out,  provided 
the  nerves  were  retained  intact.  It  is  true,  different  conclusions 
on  this  point  had  been  reached,  but  the  divergencies  were  ex- 
plained by  differences  in  the  conditions  of  the  experiments,  such 
as  depth  of  ana-sthesia,  &c.  The  same  law  had  been  shown  to 
hold  good  in  the  human  subject  in  a  case  of  cervical  opsophagotomy, 
for  when  food  was  put  in  the  lower  segment  of  the  ajsophagus 
it  remained  there  until  an  act  of  swallowing  was  started  from 
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above,  which  travelled  over  the  point  of  severance  and  carried 
the  bolus  down.  The  areas  from  which  the  reflex  could  be  dis- 
charged had  also  been  investigated  both  in  the  lower  animals  and 
in  man.  The  only  thing  necessary  for  the  discharge  was  the 
contact  of  a  properly  prepared  bolus  with  a  definite  spot  of 
mucous  membrane.  After  that  the  act  was  automatic.  On 
further  reflection  it  seemed  rather  unnatural  to  include  in  the  act 
of  swallowing  anything  prior  to  the  discharge  of  the  reflex  from 
the  mechanical  contact  of  the  bolus  with  the  defined  area  of 
mucous  membrane.  The  act  of  swallowing  would  thus  consist 
of  two  stages — (1)  the  stage  immediately  following  the  contact 
of  the  mucous  membrane  and  the  bolus,  by  which  the  latter  was 
projected  into  the  oesophagus ;  and  (2)  the  passage  through  the 
oesophagus.  Anything  prior  to  these  stages  belonged  to  the 
preparation  for  swallowing,  not  strictly  to  the  act  itself.  As 
regards  the  preparation,  it  was  to  be  remembered  that  the 
pharynx,  for  the  greater  part  of  its  time,  was  engaged  in  taking 
in  air ;  it  was  only  an  occasional  duty  to  perform  the  act  of 
swallowing,  and  to  safeguard  the  air  passages  from  concomitant 
danger.  The  closure  of  the  nose  offered  no  difficulty  ;  that  of  the 
larynx  had  also  been  satisfactorily  explained ;  but  the  chief 
point  of  dispute  concerned  the  part  played  by  the  epiglottis. 
It  had  been  shown  long  ago  that  the  epiglottis  moves  down  in 
the  act  of  swallowing,  but  the  investigations  of  Anderson  Stuart 
some  sixteen  to  eighteen  years  ago  pointed  to  a  different  con- 
clusion. They  were  opposed  at  the  time  by  Kanthack  and 
Anderson,  but  the  point  remained  unsettled.  Recently  a  Dutch 
investigator,  Eykman,  had  studied  the  movements  of  the  epiglottis 
by  Rontgen  rays,  and  had  shown  that  it  did  descend  in  swallowing, 
the  free  margin  sweeping  down  behind  the  bolus  and  carrying  on 
any  fragments  left  behind.  With  regard  to  the  propelling  force, 
it  had  been  stated  by  Kroneckcr  and  Metzer  that  the  contraction 
of  the  mylohyoid  muscles  gave  a  starting  thrust  which  was 
sufficient  to  shoot  the  bolus  through  the  whole  oesophagus. 

Professor  Thompson  showed  the  tracings  on  which  the  con- 
clusions had  been  based,  and  considered  that  they  had  been 
misinterpreted.  It  appeared  to  him  that  the  proper  explanation 
was  that,  on  the  moment  of  the  discharge  of  the  swallowing  reflex, 
there  was  started  not  merely  a  wave  of  contraction,  but  also  a 
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preceding  phase  of  inhibition,  to  allow  the  easy  passage  of  the 
bolus,  and  that  this  extended  down  into  the  esophagus  for 
fully  half  its  length.  Such  a  condition  of  relaxation  remained 
continuous  in  a  series  of  acts  of  swallowing,  as  in  the  long 
oesophagus  of  a  horse,  till  the  last  act  was  discharged,  when  the 
larynx  fell  back  and  a  wave  of  peristaltic  contraction  followed* 
A  liquid  bolus  had  not  been  traced  farther  than  the  region  of  the 
arch  of  the  aorta  in  the  human  subject.  It  was  by  no  means 
shot  down  wth  the  extreme  rapidity  originally  supposed  by 
Kronecker  and  Metzer.  With  semi-solid  and  solid  boluses,  the 
mechanism  was  one  of  peristalsis  practically  the  whole  way 
through.  It  seemed  that  the  bolus  often  rested  for  a  considerable 
period  in  .  he  lower  fourth  of  the  oesophagus,  requiring  the  arrival 
of  two  or  three  weak  peristaltic  waves  before  an  opening  of  the 
cardiac  orifice  of  the  stomach  took  place. 

Pkofessor  Symington  said  it  was  difl&cult  to  realise  that  the 
tongue  could  move  so  extensively  as  to  move  the  epiglottis  in  the 
manner  described.  In  many  animals  the  epiglottis  normally 
extended  upwards  behind  the  soft  palate.  Certain  animals  had 
the  upper  opening  of  the  larynx  permanently  fixed  in  the  naso- 
pharynx, and  the  food  must  pass  on  one  or  other  sides  of  it. 
In  man  there  was  no  period  in  life  in  which  they  knew  the  epiglottis 
to  project  upwards  into  the  naso-pharynx. 

Professor  Dixon  said  it  was  not  uncommon  to  find  a  space 
in  the  lower  part  of  the  cesophagus  containing  food  and  liquor. 

Dr.  Johnston,  Professor  McWeeney,  and  the  Professor 
MiLRoY  also  spoke,  and  Professor  Thompson  replied. 

Critical  Solution  Point  of  Urine. 
Mr.  W.  R.  Gelston  Atkins  gave  a  communication  on  this 
subject.     See  page  381,  ante. 

Exhibits. 
Professor  Milrc  y  showed  microscopic  slides  showing  neuro- 
tibrillaj  prepared  by  Cajal's  silver  method. 
Professor  Dixon  exhibited  a  drawing  apparatus. 
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